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Underwater Treatment for New Poliomyelitis Cases 


Edna E. Farris 


Such strong and authoritative criticism of 
underwater treatments for new poliomyelitis 
cases has come forth recently that I feel im- 
pelled to come to the defense of this new 
method of physical therapy and to try to show 
that the criticism is unmerited. Certainly 
underwater treatments should not be used to 
the exclusion of other forms of physical ther- 
apy; muscle training, for instance, to be most 
valuable in poliomyelitis cases, should be given 
both in water, where there is an entirely dif- 
ferent set-up of fixation muscles, and on the 
table, where gravity can be used as a help or 
a resistance. Nor should pool treatments be 
used in those rare cases where it increases 
pain or excites emotional disturbances. 

On the other hand, we have found the most 
pronounced, sometimes even startling im- 
provement in the new poliomyelitis cases 
which we were able to put in the pool very 
soon after they were out of quarantine, com- 
bining the pool with alternate days of heat 
and mild massage and later muscle training. 
These pool treatments, however, are given 
with a very well-planned technic which in it- 
self answers the criticisms made of pool ther- 
apy for new poliomyelitis cases. 

For example, the point is made that weak 
joints and muscles cannot be adequately pro- 
tected in the water, hence are liable to stress 
and strain; that if noncorrosive braces are 
used, the value of the water buoyancy is lost. 
At the Orthopaedic Hospital in Los Angeles, 
splints and braces have been devised and 
made, which, combined with floats of various 
kinds, actually protect the affected parts as 
well or better than they are protected outside 
of the water. Often the water itself acts as 
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a splint, especially in the case of the back or 
abdomen, and it is the most comfortable and 
pleasant splint made. A light metal rectang- 
ular frame with corks on each side can hold 
up the pelvis. For the feet, we have right- 
angled wooden splints which strap on; these 
are buoyant and keep the patient’s legs float- 
ing. If the quadriceps is affected, we strap 
on long wooden splints. If the gluteus maxi- 
mus is paralyzed and is opposed by good hip 
flexors, we sometimes use a wire-cloth leg 
splint which does not float quite so readily as 
the wooden ones and therefore will aid the hip 
extensors. If the hip abductors are para- 
lyzed and the legs tend to float apart, we tie 
the splints together. If the shoulders are af- 
fected, we have padded metal braces with 
aeroplane extensions, or two arm-and-shoul- 
der splints which are fastened on with straps. 
Inflated rubber rings under the head and cork 
supports or splints on the feet easily keep the 
body floating. When patients are ready to 
stand, we have available metal back braces 
with abdominal aprons; if abdominal weak- 
ness is very great, we wrap a canvas belt 
around the abdomen over the brace. Deltoid 
muscles which are not sufficiently strong to 
elevate the arms even in the water are ade- 
quately protected from stretching by aero- 
plane splints, or, if the patient is sitting, by 
floats under the elbows. In the supine posi- 
tion, the hands of the patient on the plinth’s 
cross bar keep the arms in an abducted, out- 
wardly rotated position. In every case, the 
weak muscles are perfectly protected, so there 
actually is less danger of strain than when 
the patient is in bed, where gravity some- 
times defeats the purpose of splinting. 

Point number two of current criticism is 


68 Tue PHYSIOTHERAPY REVIEW 


that warm water creates too much relaxation 
in flaccid muscles, hence might cause strain to 
joint structures, particularly if full range of 
motion is permitted or exercised. Of course, 
full range of motion should never be given 
weak or paralyzed muscles, so that criticism 
need not apply to water treatments in particu- 
lar. It is granted that warm water is relax- 
ing, yet this very fact, brought about by the 
dilation of the peripheral blood vessels which 
the submersion of the body in warm water 
causes, gives us One of the most important 
values of the pool. In the new poliomyelitis 
cases, there is still a congested, possibly even 
an oedematous condition of the spinal cord, 
and, as in other deep-seated congestions in 
which vasomotor mechanism is disordered, the 
bringing of the blood to the body’s surface 
tends to relieve this internal congestion. 
Hence, regardless of other known gains, re- 
gardless of the exercise values, immersion in 
the warm water pool at the earliest possible 
moment should be instituted for new polio- 
myelitis cases, in order that they may receive 
these far reaching and most valuable physio- 
logic effects. 

Now as to the strain element resulting from 
the relaxation, of the warm water, we have 
found that by governing the time a patient is 
immersed in the water, we can entirely gov- 
ern the amount of fatigue. New cases, espe- 
cially those with extensive involvement, are 
put in the pool the first few times, not more 
than ten to fifteen minutes. During this time, 
they are made comfortable and allowed to get 
the full benefits of the circulatory stimulation 
which the surrounding of the body with the 
warm fluid medium causes. Sometimes if 
there is a great deal of muscle soreness, we 
use the compressed air bubbles, which give a 
very soothing and pleasant water massage. 
We may combine this with a light gentle hand 
massage over the tender areas. Often we find 
the patient jubilant with the relief from ten- 
derness and the pleasure of getting into the 
water. Soon the time gradually is increased 
in length, and exercise to the weakened mus- 
cles, in small arcs of motion, is started, with 
the result that the patient usually is amazed 
at the ease with which he accomplishes dif- 
ficult movements in the water. 

The third adverse factor cited against pool 
treatments is that substitution of strong mus- 
cle groups for weak muscle groups is much 
easier in the water, yet less apparent than 
on the table. This perhaps is true if one sim- 
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ply transfers the technic of muscle training 
from the table to the pool without realizing 
that here you have a néw medium with which 
to contend, hence as a consequence, different 
results from the same exercise. If, however, 
one realizes that fixation points are entirely 
different from those on the table, (gravity 
being eliminated in the water) and that water 
pressure and buoyancy must be dealt with, 
then a much more accurate picture of muscle 
strength is obtained. 

For example, a patient is lying supine on 
inclined plinth-—shoulders, head and arms 
fixed, lower trunk and legs floating. He sepa- 
rates his legs; a most casual glance will tell 
the technician whether he is getting true hip 
abduction or not. Any substitution of lateral 
trunk muscles is immediately apparent, but 
on the other hand the patient can use his ab- 
ductor muscles with far greater ease than in 
any other position, for he does not have gray- 
ity, friction or the load of his legs to hinder 
him. Nor can I see any reason why he should 
exercise his strong muscles to the exclusion 
of the weak muscles in the water any more 
or even as much as in the treatment room. 
The technician, in the above instance, can 
bring his legs back together if adductors are 
strong, and she can easily train the patient 
-—far more easily than when he lies on the 
table—to move his leg out rather than lift 
his hip up. 

As for fixation points not being as adequate 
in the pool as on the table where the weight 
of the body is the stabilizing factor, that isa 
difficulty also easily solved by the proper tech- 
nic. In our pool we have inclined plinths 
whose upper end, where the head rests, is just 
under the water and whose lower end is far 
enough down in the water to keep the pelvis 
floating. The angle of these plinths can be 
changed so that if necessary the whole trunk 
can be fixed on the plinth, or the upper back 
and head, or just the head. The hands usu- 
ally are anchored by holding on to the cross 
pieces in an inverted T position. If desired, 
the patient can be held by the feet or by the 
pelvis so that various trunk movements can 
be given. A metal chair on which the patient 
sits for shoulder and arm work is another 
fixation method which works splendidly in 
such cases. Straps, or the technician’s hands, 
can hold the pelvis or chest in a set position 
on the plinth so that actually much more de 
tailed and accurate muscle training can be ac- 
complished in the water than out of the water. 
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Another great benefit of early pool treat- 
ments in new poliomyelitis cases which often 
is not considered is the ability to prevent 
kidney derangements from the prolonged re- 
cumbent position necessary when involvement 
is great. In the pool we can turn these pa- 
tients from side to side, or over and over, 
with great ease; we can even stand them up 
in the deep water with no weight bearing but 
with adequate support, and thereby get all 
their abdominal viscera in a different posi- 
tion, one which is more conducive to normalcy. 
Many kidney attacks are prevented or re- 
lieved by these tactics. 

Last but not least of the virtues of early 
pool treatments is the great pleasure and 
mental stimulus which the pool gives to the 
patient himself. The change of physical en- 
vironment from one often of discomfort, 
heaviness, cold and weakness, to one of 
warmth, ease, comfort and lightness, is so 
pleasurable that immediately he is encouraged 
and hopeful, looking forward to his next en- 
trance into the pool. Likewise this produces 
a natural stimulus to motion which is a factor 
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greatly aiding his early recovery, so that pres- 
ently, when he feels his soreness leaving, his 
nights becoming more restful, his accomplish- 
ments in the water greater and easier, he 
often comes to the point where he thinks the 
water is not only the best but the only treat- 
ment which should be given—a point of view 
sometimes difficult to change. 

Hence we see that the patient himself, by 
his own observations and reactions, which we 
check objectively with our muscle charts, con- 
firms us in our conclusion that the cautious 
and conservative use of pool treatments in the 
early second stage of. poliomyelitis is very 
efficacious and beneficial. The three recent 
criticisms made against such treatments, 
namely, (1) straining of weak muscles and 
joints, (2) too much relaxation in flaccid mus- 
cles, and (3) the strengthening of already 
overstrong muscle groups, can best be an- 
swered by using a carefully thought-out tech- 
nic of splinting and control in the water. Of 
primary importance in the future recovery of 
the patient is the resultant relief of cord con- 
gestion present in these early cases. 


Muscle Strength Testing 


C. L. Lowman, M. D. 


In many institutions, medical and surgical 
attendants, when estimating muscle strengths 
(especially in poliomyelitis), use only a very 
gross method. Ratings are made on a scale 
of inactive, poor, fair, good and normal, or 
the numerical equivalents, 0, 1, 2, 3, 4, with 
plus or minus grades given for intermediate 
strengths. In my opinion it is not the system 
of grading which should be emphasized but 
rather the importance of using an index of 
muscle strengths which will mean the same 
thing to every person concerned with a case. 
The relation of muscle group strength to joint 
action should be shown and recorded in terms 
of flexion and extension, abduction and adduc- 
tion, and so forth. 

In the acute stage of poliomyelitis the phy- 
sician and neurologist will wish to have the 
patient’s muscles checked daily, to estimate 
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the spread of paralysis or its increase in al- 
ready involved muscles. Residents and in- 
ternes sometimes make these early checks; 
later, the physical therapy technicians and 
orthopedic attendants will take up the case. 
It should, therefore, be evident that a method 
of grading muscle strength, whether indicated 
by words, abbreviations or numerical equiva- 
lents, should always represent as nearly as 
possible a clinically positive state. 

If those testing muscle strengths in any 
and all stages use a definite clinical method 
such as we recommend, improvement or retro- 
gression of strength will be easily appreciated 
and positively recorded. 

In the early acute stage of poliomyelitis 
the finer gradations of muscle strengths can- 
not always be actively established, due to the 
degree of involvement, the muscle soreness 
and the mental state of the patient. Nor is 
it always essential to do so. Frequent checks 
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and rough handling are contraindicated. It 
is in the later stages of convalescence that 
the progress of the case, as evidenced by im- 
proving strength, failure to make any response 
or gradual retrogression, is of great im- 
portance. 

Even before the orthepedist is ready to 
map out the plan for surgical reconstruction, 
the relation of opponent groups to joint func- 
tion must be known in order to guide the 
technician and the patient in treatment and 
to indicate needs for splint and brace changes. 
The insidious onset of deformity can be pre- 
vented only by anticipation of the potential 
forces which bring it about. A comparison 
of the monthly muscle check against the pre- 
vious recordings on the master record will 
show whether balance or imbalance exists be- 
tween opponents in relation to joint action 
and is of the utmost value in determining 
those phases of treatment which are aimed 
at the prevention of deformity. 

We have found that if one technician does 
all the testing, the degree of accuracy of the 
check becomes increasingly exact and depend- 
able. In institutions having several techni- 
cians, all should receive training in doing 
these tests, but whenever possible one person 
should do the testing for findings upon which 
the surgeon is to determine operative recon- 
structive procedures. The chief muscle 
tester should be the technician who is best 
posted on kinesiology and who understands 
the use of the many little tricks that elicit 
responses and who is competent to estimate 
the relation between intrinsic and extrinsic 
action and the various substitutionary move- 
ments which enter into a given performance. 

At the Orthopaedic Hospital in Los Angeles 
we have for many years used the following 
method of grading. 

0. Positively inactive. 

?. Inactive and questionable. 

1. Active but very weak, simply slight fib- 

rillary action. 

2. Active, definite contraction in muscle 

belly, little if any tension on tendon. 

3. Definite pull on tendon but very little 

movement in joint, even with gravity. 

4. Definite movement of joint through quite 

an are with gravity but none against. 

5. Definite action through complete arc 

with gravity and a partial arc against 
gravity. 

6. Action through a complete are with 

gravity and against slight resistance, or 
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a full are against gravity but unable to 
take any added resistance. 

7. Action through complete arc against 
gravity, or a partial arc against gravity 
and some resistance. 


8. Through a full are against both but with- 
out a very long holding phase or evi- 
dence of not as good tone or action as 
the normal one on opposite side or what 
technician might grade as normal. 

9. Normal. 


Plus and minus signs are used for inter- 
mediate gradations when there is a question 
in examiner’s mind and serves to indicate 
progress or retrogression. 

In order to work with or against gravity, 
as desired, position of the part is essential. 
For instance, there are three desirable posi- 
tions for testing the quadriceps femoris: (1) 
With leg dependent, knee flexed ‘at 90 degrees. 
(2) Side-lying, under leg semiflexed at hip 
and knee; upper leg held by technician; one 
hand under knee, the other at ankle. Knee is 
then flexed passively just to the point of ten- 
sion, and the order given to extend, observ- 
ing carefully that the leg is not straightened 
by action of the hamstrings. (3) Prone- 
lying, with a small pad above the knee to 
raise patella from table. Passively flex, and 
command extension, which will be with grav- 
ity. (4) It is also worth while to attempt 
to obtain motion of the patella, but, as many 
normal persons cannot localize to that extent, 
it is only suggestive. 

In testing arm and shoulder action, both 
sitting and lying positions are used. Many 
times the deltoideus performs very poorly in 
the sitting position even though the technician 
supports most of the arm weight, whereas in 
lying supine it may show up more power. 
This is due to the fact that the body weight 
tends to fix the scapulae so that the extrinsic 
stabilization of the shoulder girdle permits 
more positive intrinsic action of the deltoid. 

Certain essential muscles of which the sur- 
geon needs to know the action are indicated 
on the regular chart, such as: anterior and 
posterior tibials, inner and outer hamstrings, 
sartorius, each of the three divisions of the 
deltoideus and trapezius, et cetera. For in- 
stance, the patient may stand with fairly 
stable knee, even though the quadriceps may 
be quite weak and the gluteals and hamstrings 
actually are doing the work. Comment indi- 
cating such a situation is helpful in deter- 
mining whether to transplant one of the ham- 
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strings to the patella or to use both, or 
whether the use of the sartorius, if adequate, 
will be sufficient. 

The only important muscle groups not lend- 
ing themselves well to this just-described 
method of grading are those of the abdominal 
wall. As pointed out in a previous article,' 
we have adopted the following method for 
showing the estimated relative strengths of 
the different portions of the abdomen’s mus- 
culature. Printing the tests for abdominal 


muscle action on the records and then indicat- 
ing the strengths is time-saving and helpful 
to the technician. 


R L 









































A line of crosses means inactive. 

A line of interrogation marks—uncertain 
or questionable. 

A dotted line means active but weak. 

1 full line means 25% strength. 

2 full lines means 50% strength. 

3 full lines mean 100% strength, or normal. 


The interpretation of the accompanying 
diagram indicates serious weakness of the 
upper recti and upper right oblique; moderate 
weakness of the left quadratus lumborum and 
upper left-oblique; and a fair plus or mod- 
erate strength of the lower left oblique; all 
the other muscles are normal. 

The presence of Beevor’s sign (the move- 
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ment of the umbilicus) should be indicated 
and the positive tests inserted. In this case, 
insert under head raising “down and to 
right.” 
Head raising against resistance: umbil- 
icus “ditto; excursion about one inch.” 
Serratus test left: umbilicus moves down 
and to right. Rib margin flares to left. 
Serratus test right: umbilicus moves 
“down and to right; right rib margin 
moves up and out’; relaxed upper right 
obliques. 
Leg raising left: umbilicus down and to 
right. 
Leg raising right: umbilicus moves down 
and to right; pelvis raised on left. 
Beginning roll left: “umbilicus moves to 
right; left pelvis lags; right upper and left 
lower obliques weak.” 
Beginning roll right: umbilicus same. 
Laughing: 
Coughing: weak. 
Ballooning: lower abdomen bulges on 
left. 
Hip pull up right: quadratus strong. 
Hip pull up left: quadratus fair. 
Attempting to come to sitting position: 
umbilicus moves strongly down and to right, 
patient grasps and pulls or puts hands be- 
hind and pushes. 


CONCLUSION 


1. These methods of recording muscle 
group strengths are time-saving in a busy 
clinic, as the surgeon can quickly determine 
the imbalances and can quickly visualize joint 
function and control, which is what he is most 
concerned with in mapping his plan for re- 
constructive surgery. 

2. Clinically they are sufficiently accurate 
to meet the needs of the medical attendant 
and technicians. 

3. Every person using these scales can ob- 
tain about the same picture of the patient’s 
condition. 

4. Uncertainties in the minds of everyone 
involved are minimized because no two per- 
sons can properly and equally evaluate all the 
complex muscle actions which take place 
mainly by groups. 

5. In checking the whole body there are 
about 105 items if separate muscles are 
graded, whereas the chart for the above check 
has about 50, so that saving of time in mak- 
ing the check is also worth consideration. 
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The Making of a Corset 


Anna Prochazka, R. N. 


If the abdominal muscles are weak they 
need support even if the patient is in the 
horizontal position. The abdominal contents 
press against them and stretch them laterally. 
For this reason a snug binder made of strong 
unbleached muslin is used and a folded towel is 
placed under the binder over the weak area, 
mildly suggesting a truss. The binder is fairly 
satisfactory as long as the patient remains in 
the horizontal position. However, it does not 
support the trunk sufficiently when the patient 
begins to sit up and stand. Stays are then 
added as well as webbing straps and buckles 
until the binder results in a complete corset 
(Fig. 1). 

Following is a description of the method 
used in making such a corset: 


Material Needed 


Canvas ducking corset material, four buckles, 
webbing strap fourteen times the height of the 
corset, corset or white shoe lace, ten stays one- 
half inch wide, two stays one-quarter inch 
wide. 

An eyelet stapler is inexpensive, but if not 
used frequently a shoemaker may put in the 
eyelets or shoe hook laces. 


Procedure 


Patient is put in backlying position on a 
table or any hard surface. A pillow is placed 
under the knees to relax the abdominal 
muscles. The material is cut to fit loosely 
around the trunk and to extend from the axilla 
to the hip joint. The material is pinned on the 
patient in front, one pin close to the other. 
A vertical dart is pinned on either side about 
one inch forward from the hip bone (iliac 
spine) up toward the ribs. Another dart is 
pinned on each side to take in the waist line. 
Turn the patient on his face, place one pillow 
under his abdomen and a smaller one under the 
ankles. A horizontal dart is pinned across the 
small of the back. The darts should make the 
material fit snugly and there should be no 
wrinkles. 

Remove the material from the patient and 
stitch in the darts along the pins on a sewing 





824 E. 58th St., Chicago, Ill. 


machine, Stitch the darts again to make a flat 
seam. The webbing straps that hold the stays 
also may be sewed on at this time. They are 
placed as follows: four in the back, two ver- 
tically on each side of the spine, spaced one- 
eighth inch apart and stitched along both edges 
to permit room for a half-inch wide stay. Six 
webbing straps are placed in the front, three 
on each side of the opening of the corset. One- 
quarter inch of the front edge of the material 
folded back, and over this the first webbing is 
stitched. The first webbing is stitched along 
the edges and through the center. The re- 
maining straps are stitched in the same man- 
ner as the back ones. 

Two webbing straps are placed in the back 
one above and one below the horizontal dart in 
the smal] of the back and the ends are stitched 
between first and second webbing on each side. 
These two straps extend diagonally forward 
and downward around the hip to the lower 
part of the abdomen. Four buckles are at- 
tached each to a piece of webbing three inches 
long and these are stitched on each side be- 
tween the first and second webbing strap in 
front, one just below the umbilicus and the 
other one about two inches below the first one. 

Cut off a piece of material about six inches 
wide and as long as the vertical length of the 
corset. Stitch on a webbing strap in the cen- 


ter of this lengthwise to hold a stay. Hem one 
long side and stitch the other on the wrong 
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side of the corset between the second and third 
webbing strap in the front. This piece will 
serve as an inner belt. 

Staple on eyelets or shoe hooks on the in- 
ner half of the first webbing in the front. 

Fit the corset on the patient and trim it at 
the top in front so that it will extend to just 
above the last rib and about three inches be- 
low the axilla. Trim it at the bottom so that 
the patient can flex his hips to sitting position. 
In the back the corset should extend from the 
middle of the shoulder blades to about one inch 
below the coccyx. 

Remove the corset from the patient. Cut 
one inch wide bias from the corset material 
and hem the bottom of the corset. Insert stays 
one-half inch wide, four in the back and four 
in the front. Insert stays one-quarter inch 
wide in each of the outer half of the first web- 
bing in the front. The stays should be one 
inch shorter than the corset. Hem the top of 
the corset with bias tape made of the corset 
material. 

If long stockings are worn, garters attached 
to the corset will keep it in place (Fig. 2). 
In the event that long stockings are not 
worn, perineal straps will hold the corset 
down. These should extend from the back of 
the hip, around the thigh to the front to be- 
low the hip bone (iliac spine). This strap may 
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Fig. 2 


be drawn through a rubber tubing which is 
easily cleaned and prevents friction. 

The loose horizontal straps extending from 
the small of the back are buckled in the front 
to their corresponding buckles and their pur- 
pose is to draw in the lower abdomen. 


Cm Kd 


Survey of Crippled Children in Rochester, New York 


Helen Scott Wight, A. M. 


METHOD OF SURVEY 


This survey was promoted for the purpose 
of developing as reliable a picture as possible 
of some aspects of one social problem in a 
metropolitan community; namely, that of 
crippled children in Rochester, New York. 
Accordingly, as a preliminary step, the local 
libraries were consulted as early as 1937 for 
available sources concerning the crippled 
child problem in Rochester. In this manner 
the historical and legislative backgrounds of 
the problem were clarified. The next step was 


——————— LY 
226 Thurston Road, Rochester, New York. 


the survey proper, which included an exam- 
ination of primary sources. The data on the 
number of cases and number of crippled chil- 
dren in Rochester were obtained from the 
thirteen publicly supported and twenty-four 
privately supported organizations helping 
crippled children. In some cases the informa- 
tion was taken directly from the files of these 
organizations and of private individuals in- 
terested in crippled children where docu- 
mentary material, letters and records were 
used as a source. In other cases, as for in- 
stance in dealing with the hospitals, reports 
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were prepared from the files and sent to the 
investigator. 

In obtaining the numerical and other data 
concerning the aspects of the crippled child 
problem reported here, the interview method 
was used. Many conferences often were nec- 
essary to gain complete information concern- 
ing one small phase of the problem. The se- 
lection of those interviewed was made on the 
basis of their key position in the organiza- 
tion studied. They represented the organ- 
izations giving assistance to crippled children 
and also included eleven orthopedic specialists 
who were called upon concerning the number 
of children cared for entirely by their own 
families. The person interviewed was given 
a schedule for recording the desired data from 
the files of his organization when the inves- 
tigator’s access to the files was impossible. 
Schedules were also used by the investigator 
to facilitate observation and recording. 

The reliability of the testimony of those 
interviewed was checked and rechecked with 
the utmost thoroughness; this was accom- 
plished by comparison of the data as soon as 
it came in and subsequent elimination of that 
which was inconsistent or obviously question- 
able. In securing data other than file infor- 
mation, leading questions were avoided. The 
attempt was made to define terms clearly for 
consistency of information, and data were 
checked against available records where pos- 
sible. In observing this particular social phe- 
nomenon the attempt was made as far as pos- 
sible to eliminate bias due to selection or 
recording. After the data had been collected 
and classified they were analyzed and conclu- 
sions drawn on the basis of the analysis. 

Our use of the term “crippled child” must 
of necessity be that used by public agencies 
of New York State and of Rochester. A crip- 
pled child, according to the definition used 
by the New York State Departments of Edu- 
cation and Health, “is one who by reason of 
a physical defect or deformity, whether con- 
genital or acquired by accident, injury or dis- 
ease, is or may be expected to be totally or 
partially incapacitated for education or for 
remunerative occupation.”! The most compre- 
hensive survey so far made of the crippled 
child problem, that made under the auspices 
of the White House Conference on Child 
Health and Protection, whose findings were 
published in 1931, gives this definition of a 
crippled child: “The crippled child, in the 
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orthopedic sense, is a child that has a defect 
which causes a deformity or an interference 
with the normal function of the bones, mus- 
cles or joints. His condition may be con- 
genital or it may be due to disease or acci- 
dent. It may be aggravated by disease, by 
neglect, or by ignorance.”* He is considered 
a crippled child up to the age of 21 years. 


LOCAL HISTORY 


In Rochester the first community project 
for the benefit of crippled children was in 
1920, when the first crippled class was estab- 
lished at School Number 5. The Elks pro- 
vided the transportation, Dr. Ralph R. Fitch 
gave his services free, Mrs. Earl F. Neville 
and Miss Helen E. Gregory secured money 
from private citizens for a class for one year. 
Thirteen children were admitted, the Board 
of Education providing one teacher, one phys- 
ical therapy technician, one cook and school 
supplies. (The class included thirty children 
by the end of the year.) 

Many organizations soon became interested 
in helping these unfortunate children who 
had been comparatively neglected up to this 
time. The Rochester Guild for Crippled Chil- 
dren was established in 1920, and the Elks 
started their annual summer outing the same 
year. The Associated Helpers of the Guild 
for Crippled Children, started in 1921, carried 
on the birthday parties, which Mrs. Earl Nev- 
ille had provided in 1920, gave piano lessons 
to the talented, provided transportation and, 
from 1930 on, gave the Christmas party. The 
Shrine gave the 1922 Christmas party, and 
$500 in 1925. At an early date the Daugh- 
ters of the Nile provided transportation, en- 
tertainments and hospital equipment. 

In 1922 the Rotary Club established a con- 
valescent hospital for crippled children in a 
wooden building adjoining the Infants’ Sum- 
mer Hospital. The purpose of this was to 
give convalescent care to orthopedic cases 
after hospital operations. It had a capacity 
of 22 beds. Later this project became part 
of the Convalescent Hospital at Charlotte and 
was supported by the Community Chest. In 
1923 the Rotary Club started Sunshine Camp 
in city-owned property at Johnson Manor on 
Lake Ontario, building three small buildings 
near the house already on the ten acre estate. 
In 1938 the city, with the help of WPA funds, 
started a $70,000 project on the site of John- 
son Manor for the use of the Rotary Club for 
their summer camp. The main building was 
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finished in 1939; the staff building will be 
completed in 1940. 

Simon Stein gave the Christmas party from 
1923 to 1929 with the help of the Associated 
Helpers. The Board of Education in 1929 
took over the transportation, maintenance and 
food for School Number 5. This had been 
done by the Rochester Guild with Community 
Chest funds. The Junior Guild for Crippled 
Children was established in 1932, and the 
Monroe County Society for the Handicapped 
in 1934.3 


NUMBER OF CRIPPLED CHILDREN IN 
ROCHESTER 


Financial Status. By far the greatest num- 
ber of crippled children come from families 
unable to give them proper care because a 
family even of moderate means rarely can 
bear the heavy burden of long-term ortho- 
pedic cases, which include physicians’ fees for 
operations and treatment, hospital and con- 
valescent care, braces and special shoes. Most 
of the crippled children, therefore, become 
wards of the state, county, city or private 
social organizations. The sooner these chil- 
dren are returned to their normal place in 
society, the less becomes the burden upon the 
public. 

The financial status of families of children 
in the orthopedic department of School Num- 
ber 5 in Rochester in June 1937 is of inter- 
est as showing the comparative numbers in 
the different economic levels: 


Status Number Per Cent 
1. Actually indigent. Receiving 

free books and meals. (No in- 

come other than welfare or- 

eet. ). « iacivs> «sso 24 17.6 
. Borderline. The family income 

is sufficient only for the bare 

necessities of life. (WPA 

workers, partial assistance 

from welfare organizations é 

and private employment.).... 93 68.3 
3. Comfort standard. Family in- 

come sufficient for an ade- 

quate standard of living with 

all of the necessities and some 

of the luxuries of life, such as 

car and radio, etc........... 16 11.7 
4. Luxury standard. Family in- 

come sufficient fer anything 

demanded as desirable in the 

eare of the child. (From 

moderate to good.).......... 3 2.2 


136 
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Children Taken Care of Entirely by Their 
Families. The coordinating of accurate sta- 
tistics concerning the number of private ortho- 
pedic cases treated in Rochester hospitals, in 
physicians’ offices and at home by Rochester 
physicians presents some difficulties owing to 
incompleteness of records. Records are kept 
after a fashion, but different scales are used, 
so that comparative analysis is rendered use- 
less in many cases. According to Doctor Fry: 
“In like manner medical investigators have 
discovered hopeless confusion in hospital rec- 
ords.”* However, certain outstanding facts 
can be garnered by careful questioning of 
officials and the physicians themselves. The 
eleven orthopedic specialists’ records were 
consulted for information concerning private 
cases. 

Every physician interviewed was of the 
opinion that it would be difficult or impossible 
to get accurate figures about private cases and 
that approximate figures might be used, but 
allowance must be made for a wide variation. 
One physician reported 10 cases a year. These 
cases include only children under 21 years of 
age who have orthopedic defects causing crip- 
pling conditions. Another specialist reported 
12 cases, another 75. Others’ estimates were 
scaled downward, more nearly approximating 
the lower figures. Those physicians who have 
kept accurate files do not list their cases un- 
der 21 years of age separately, nor do they 
differentiate between their orthopedic cases 
which are simple fractures and those which 
cause crippling conditions. Some of their pa- 
tients are receiving help from groups other 
than their families and are reported by these 
groups, and some are being paid for entirely 
by their families. 

One leading physician believes very strongly 
that it would be impossible as well as rather 
nonessential to arrive with accuracy at a true 
figure of the number of private cases treated 
within a year. However, the foregoing in- 
cludes careful estimates made by the best 
authorities on this subject obtainable in Roch- 
ester. These estimates were made by con- 
scientious physicians, who consulted their own 
files and, insofar as possible, compared their 
file records with information gathered and 
presented for their consideration. From the 
figures of the eleven orthopedic specialists in 
the city, one is able to glean a fair estimate 
of the number of private cases of children 
taken care of entirely by their families in 
Rochester. 
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Assistance to Families. Of the 37 organ- 
izations helping crippled children whose par- 
ents are not able to pay for their treatment, 
24 are privately supported and 13 are publicly 
supported (by federal, state, county or city). 
The privately supported organizations re- 
ported 224 cases now on hand and 516 cases 
within a year. The publicly supported organ- 
izations reported 518 cases at present and 
720 cases within a year. The total number 
of cases now on hand is 742 and the total num- 
ber within a year is 1,236. 

This does not mean, however, that there are 
742 crippled children now being helped by 
some organization or 1,236 crippled children 
helped during the past year. The above fig- 
ures are the number of cases with which each 
organization has dealt. One child might be 
helped by several organizations, all of which 
would report this child as a case. For in- 
stance, a common procedure for a crippled 
child is to go from his school where he is 
discovered as an orthopedic case by the phys- 
ical education department to be examined by 
Dr. Carl T. Harris, the Board of Education 
orthopedic specialist, and to be sent to Schooi 
Number 5 crippled class, to be given ortho- 
pedic treatment at Number 5 clinic or a hos- 
pital clinic, to be sent to the hospital for an 
operation or operations, to the Convalescent 
Home for postoperative care, and then to be 
sent back to School Number 5 until he is able 
to return to his own school. 

Eliminating the duplications, there are ap- 
proximately 700 crippled children in Rochester 
being helped by some organization or organ- 
izations. Most of these children reported are 
under 16 years of age, leaving a group of ap- 
proximately 200 between 16 and 21 largely 
unreported. They are still considered as crip- 
pled children; nevertheless they are improved 
to such an extent that they are not in great 
need of help by any organization. Adding the 
number of privately cared for children, ap- 
proximately 150, the number of these three 
groups approximates very closely the propor- 
tion of the general population which has been 
sent up by Rotary International as the usual 
ratio between the total population and that 
part of it made up of crippled children. This 
ratio is three crippled children to every thou- 
sand of general population, making approxi- 
mately 1,050 for Rochester. The consensus of 
opinion among physicians and hospitals and 
organizations dealing with crippled children is 
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that there are practically no cases which are 
not found. 

As far as can be ascertained, there are no 
crippled children in Rochester of whom care 
has not been taken at least in some measure. 
Formerly, through fear of hospitals and a 
queer kind of shame, parents attempted to 
conceal their children who were not physically 
normal, thus depriving them of the early treat- 
ment that is so necessary in orthopedic cases, 
Now the school census enumerators record the 
physical defects of preschool and school-age 
children, and the physical education depart- 
ments record the cases in the schools, the 
worst of which, after examination by Doctor 
Harris, are sent to School Number 5 crippled 
class. 

There seems to be very little increase or 
decrease in numbers of crippled children in 
Rochester in the last five years. Bone tuber- 
culosis and infantile paralysis are decreasing 
because of better scientific methods of com- 
bating these diseases, but crippling condi- 
tions caused by accidents are increasing. The 
majority of physicians were of the opinion 
that the cases are decreasing slightly. One 
organization reported a decrease, two an in- 
crease (one of over 100 per cent), and thirty 
neither increase nor decrease. 


VALUE OF WORK DONE FOR CRIPPLED CHIL- 
DREN IN ROCHESTER 


Cost. As stated before, there are 37 Roch- 
ester organizations giving aid to crippled 
children, 24 of which are supported by pri- 
vate funds and 13 by public funds. The cost 
of the crippled child is considerably above 
the cost of the normal child. It is difficult 
to arrive at statistics concerning the com- 
plete per capita cost. Some cities have found 
the per capita cost to the Board of Education 
of each child, the cost being borne by the 
city. This is difficult to find because teach- 
ers’ salaries, maintenance and many other 
items must be cdnsidered besides the special 
activities that are definitely for the crippled 
children, such as lunches, transportation, 
physical therapy treatments and equipment. 
It is possible to find the per capita cost to 
the state and county through state aid. The 
per capita cost through state aid does not 
give the cost of an average crippled child, 
however, but only of the worst cases receiv- 


ing state aid. This per capita cost for Mon- | 


roe County was $201.01 in 1935, $264.26 in 
1936, and $196.99 to September 1 in 1937. 
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The average per capita cost for state aid in 
New York State has been $222.80. Roches- 
ter has better facilities for giving medical 
assistance to crippled children than many 
districts in the state; hence, the average for 
Monroe County is higher than the state av- 
erage. The state aid money is paid half by 
the county and half by the state. The fol- 
lowing table shows the amounts asked for 
by Monroe County and the amounts granted 
by the state and paid half by the county and 
half by the state: 


Years Amt. Asked Amt. Granted 


BP cher velideitwd $64,031.85 $38,965.05 
BE: 5.54 Gu deed oly 75,719.50 55,586.05 
Se ee 72,087.69 49,773.18 
nT o<ivwrknetes 55,130.55 53,116.60 
1927 to Sept..... 48,599.88 33,292.01 


Follow-up of Cases. To give some idea of 
the value of the work done for crippled chil- 
dren in Rochester, a follow-up was made of 
individual cases from 1928-29, to determine 
whether these children remain burdens upon 
the public or become self-supporting, normal 
individuals. The 125 children who were in 
the orthopedic classes of School Number 5 
in 1928-29 were chosen because the period of 
time which had elapsed since 1928 gives a 
fair estimate of the trend which these chil- 
dren are taking. By a follow-up of these 
children their adjustment can be studied. It 
can be seen whether, after all the money ex- 
pended upon them, they are going to be able 
to continue on their course with a minimum 
of deviation from the normal, whether a fair 
majority of them enter high schools and em- 
ployment, or whether they soon fall by the 
way and expect someone else to take care of 
them; in other words, to express it in a dis- 
passionate way, whether the investment has 
paid. 

The children in School Number 5 have 
been chosen as test cases because the ortho- 
pedic classes there are made up of the worst 
cases found in all the schools. The names 
have been cleared through the schools, the 
school census, the work permit office, the Re- 
habilitation Division and the Handicapped 
Division of the State Employment Agency. 
The children attending regular grammar 
schools or who have attended regular gram- 
mar schools are those who have been judged 
to be improved to such an extent that they 
are considered able to return to their own 
schools to take up a regular course without 
the special attention given at School Num- 
ber 5. Most of those who entered employ- 
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ment have been in contact with the Rehabil- 
itation Division and have been judged by 
them to be rehabilitated. 

Of the 125 who were in grammar school 
in 1928-29, many are still in school, but only 
13 of them are in School Number 5. Fifty 
others are following a normal program in 
regular schools; in other words, far more are 
taking a place among normal people than are 
continuing as crippled children in a crippled 
school. In 1937 these children, approxi- 
mately 15-23 years old, had followed a fairly 
normal course; 17 entered employment, not 
an extremely low proportion considering the 
number who are still in school. 

Individual Cases. An intensive study was 
made of 69 current cases in School Num- 
ber 5, chosen by the school as a represen- 
tative half of their number. The following 
items were covered in an individual report 
of each child: name, parent’s name, address, 
date of birth, present school disability, 
whether the child has had state aid or at- 
tended Convalescent Hospital, the financial 
status of the family including the classifica- 
tion of the family, whether they are on wel- 
fare, whether they own property, have a car 
or telephone, and whether there is any mem- 
ber employed. This information has been 
obtained from file records and from the re- 
ports of persons who have been in close per- 
sonal contact with the individual cases in- 
volved. 

The disabilities of these children are 
grouped as follows: infantile paralysis, 23; 
spastic paralysis, 20; back condition (scoli- 
osis), 7; bone tuberculosis, 6; birth injury, 
3; arthritis, 3; congenital, 2; congenital hip, 
1; club feet, 1; hand condition, 1; wry neck, 
1; amputated leg, 1. Of the 69 children, 39 
had received state aid; 12 had attended Con- 
valescent Hospital; the families of 35 had 
been on welfare; of 18 owned property; of 
21 had cars, and of 10 had telephones. Con- 
cerning the financial status of the families, 
it was found that 15 were indigent, 49 bor- 
derline, and 5 moderate. 


CONCLUSIONS 


Through conferences with individuals who 
by sincere and intelligent effort are aiding 
materially in the care of the crippled children 
in Rochester, and through observation of the 
needs of these children and of the organiza- 
tions helping them, certain conclusions are 
inevitable. From the point of view of the 
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investigator, who has rather a “bird’s eye 
view” of the problem of physical disability 
in Rochester, the need of more accurate and 
consistent records and definitions seems of 
vital importance if a complete picture of the 
problem is to be gained. There seems to be 
no close connection among the organizations 
caring for crippled children; hence, overlap- 
ping is bound to occur, and slighting of some 
individuals. Those most consistently over- 
looked are the group of children over 14 years 
of age, especialiy from 16 to 21. The ma- 
jority of cases are under 14, but there are 
many over that age who are not completely 
normal and yet who do not come under the 
jurisdiction of the organizations which ben- 
efit the younger children. It is an emo- 
tionally difficult age and vocationally difficult 
even for a normal child, and the crippled child 
needs even more done for him. There seems 
to be a decided lack of vocational guidance for 
these children. They do not know the re- 
quirements of industry in terms of their par- 
ticular disabilities and sometimes they are 
guided into some line of work which they 
are totally incapable of doing. The first ques- 
tion with these young people is what they can 
do in the light of their abilities and disabil- 
ities. After vocational guidance and occupa- 
tional therapy and education, placement is the 
goal for which one must strive if one wants 
to make these disabled young people normal, 
happy, useful citizens. Society does not want 
to “pour water down a hole,” but to make 
these children educationally and vocationally 
sound as well as physically whole. 

Another group often overlooked is that 
made up of children of families of average 
economic status. It seems that at least as 
much of the available funds should be ex- 
pended upon them as upon the poorest. Many 
organizations are ready to lift the burdens of 
the poor, but the borderline and so-called mod- 
erately situated individuals can often get very 
little help because through thrift and perse- 
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verance they have managed to save their 
homes. Property ownership is mistakenly re- 
garded as the criterion for financial security, 

In order to eliminate duplications and to 
distribute fairly the necessary help to each 
crippled child in Rochester, a clearing house 
should be formed. Its uses could be many, 
the most important of which would be the 
recording of individuals and of the help given 
them. Surveys could be made to study fur- 
ther the problem of physical disability in 
Rochester, and the focal points of greatest 
need. Organizations could be studied for the 
purpose of giving the most efficient benefits 
to the crippled children up to 21 years of age. 

The findings of these studies and surveys 
would be incorporated in a continuously pro- 
gressive project for the improvement of the 
lot of these young people whom we know 
are entitled to all the advantages and oppor- 
tunities made possible by modern science and 
enlightened thinking. The crippled child of 
today can look forward to a far brighter fu- 
ture than his unfortunate forbears of a gen- 
eration ago, thanks to the progress in this 
field in the last few decades. However, it is 
the duty of research workers, scientists and 
the host of private individuals and teachers 
now laboring on this problem, to continue 
until such time as we may be certain that no 
geniuses are lost to the world through the 
unfortunate happenstance of mere physical 
disability, and that every crippled child re 
ceives the medical and educational assistance 
which is necessary to enable him to face the 
world on equal terms with the average boy 
and girl. 
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The Changing Conception of Posture 


Methods of Dealing with Faulty Posture 


Signe Brunnstrom, M.A. 


Half a century ago there was very little, if 
any, discussion about posture. The standing 
“at attention” position, with the chin pulled 
in, with the chest high and with the shoul- 
ders pulled back was commonly accepted as 
the ideal posture. The picture is too familiar 
to need further description. One needs only 
to open a book on gymnastics written at the 
turn of the century to get typical examples. 
With the pulling up of the chest and the pull- 
ing back of the shoulders an increase in the 
lumbar curve occurred. The right angle posi- 
tion of the feet, which was prescribed at that 
time, was accompanied by an outward rota- 
tion of the thighs, which lessened the stability 
of the pelvis and allowed it to tip forward. 
The vigorous contraction of the quadriceps 
tended to hyperextend the knees (Fig. 1). 

It is impossible to tell whether this concep- 
tion of desirable posture originated with Per 
Henrik Ling, the founder of Swedish Gym- 
nastics, who died in 1839, or whether it was 
accepted by him and his followers from an 
already existing army conception of posture. 
However this may be, the “military” type of 
posture soon was accepted everywhere, first 
by gymnastic teachers and physicians, and 
eventually by all. Although most leaders in 
the field of physical education have changed 
their idea of desirable posture, the old con- 
ception still lingers among laymen. Many 
parents still tell their children “hold your 
chest up!” and “pull your shoulders back!” 
Even among physicians these posture cues 
are still in use. Thus early in life children 
are imbued with an antiquated idea of pos- 
ture, a fact which is most unfortunate since 
it definitely retards progress along modern 
lines. 

During the first decades of the twentieth 
century an idea started to gain ground that 
the hollow back with increased pelvic inclina- 
tion was undesirable and that the right angle 


—_—_————— 
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between the feet was unnatural. This was a 
step in the right direction, but the emphasis 
on pelvic tilt brought with it other very un- 
desirable manifestations. Pelvic tilting soon 
became a real fad among gymnastic teachers 
and also spread widely among members of the 
medical profession. It was held out as a cure- 
all for poor posture. “Pull your pelvis down 
in the back and up in the front,” so ran the 
instruction; or, “pull down with your gluteal 
muscles and up with your abdominal muscles.” 
The various back-flattening exercises, lying 
supine or standing with the back to the wall, 
described in a large number of textbooks on 
body mechanics and posture, date from this 
period. The purpose of these exercises is to 





decrease the pelvic inclination and to flatten 
the lumbar spine through gluteal and abdom- 
inal contraction. The introduction of the pel- 
vic tilt brought nothing fundamentally new to 
the methods of teaching posture. It only 
added tension in a few more muscle groups. 
It was still believed that the 
various segments of the body 
could be pulled into place by ¢ 
forceful contraction of groups 
of muscles and that repeated use 3 
of these muscles would in time 
correct the posture. 

An entirely new approach to 
the problem of posture was in- 
troduced by Elin Falk, a Swed- 
ish Gymnastic instructor, who 
in 1911 became supervisor of 
physical education of the public 
schools of Stockholm, Sweden. 
She criticized the stiff “at atten- 


tion” position commonly used in stanbtne 
gymnastics and advocated an “at atten- 
easy erect carriage with relaxa- 19%,” e - 
tion of all those muscles which or paedteh 
are not directly involved in Gymnastics 
maintaining the upright posi- $0 years 
tion. Furthermore, she pointed 499. After a 
out that good posture and free- pep F yl 


dom of motion are interrelated 


A:son Falck, 
and that both are attainable 1908. 
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only if a minimum amount of muscular effort 
is used. Therefore, training in proper relax- 
ation is of fundamental importance; in fact, 
she held it to be the most important factor in 
posture training. Obviously, earlier methods 
of pulling the pelvis down in the back and up 
in the front, of holding the chest high and of 
pulling the shoulders back, had to be aban- 
doned. The alignment of the various sections 
of the body was to be brought about by an 
easy balancing of parts, requiring control and 
coordination but not forceful muscle action. 
At first this new conception of good posture 
met with vigorous criticism in Sweden. It 
was many years before it was commonly ac- 
cepted. Although today there is scarcely any 
diversity of opinion in regard to the easy 
standing posture advocated by Elin Falk, the 
principles of movement which she emphasized 
(freeing all movements from tension and per- 
forming them in accordance with the innate 
rhythm of the body), deserve more attention. 
It is regrettable that the work of Elin Falk 
did not become universally known. Her writ- 
ings were few and incomplete, and only her 
nearest pupils grasped the full meaning of 
her teachings. The slowness by which her 
ideas spread no doubt was due to almost 
fanatic opposition by a group of “old timers.” 


In America also at the turn of the cen- 
tury the “military” posture was in vogue, and 
it remained so for many years. However, 
there has been a gradual change in the con- 
ception of posture. Physicians, physical 
therapy technicians and educators in all parts 
of the country are now talking about posture 
training for better body alignment, and evi- 
dently they mean something else than the stiff 
“at attention” position. 

More than twenty years ago Bancroft! 
pointed out the importance of training the 
feeling of correct posture and that the pupils 
should be told “not to try so hard” and to 
“let go” in order to avoid tension. Drew’ ad- 
vocates “a posture of ease and balance, with 
no strain.” She suggests relaxing exercises 
“in order to free the body as far as possible 
from habits of excessive muscular tension.” 
Cole and Brown? state: “The aim of postural 
exercise is to secure the poise of the body in 
the proper balanced line, without muscle ten- 
sion and rigidity.” Rathbone® describes “bal- 
anced alignment” and repeatedly points out 
the importance of freeing the body from ten- 
sion. Denniston‘ describes good posture with 
the following words: “Good posture for which 
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we strive is not a stiff standing position nor 
a military walk, but an attitude of ease and 
grace for every occupation, which enables the 
muscles and levers to work with the minimum 
expenditure of energy.” The same author also 
speaks of the skill required “to adjust the 
body so that it is easily balanced and the seg- 
ments properly related.” Yet numerable text- 
books and articles on posture and body me- 
chanics (Cole and Brown, Phelps, Tidy, Den- 
niston, Truedsen and others) advocate exer- 
cises which greatly increase tension and 
create conditions of strain. There seems to 
be a great deal of inconsistency between aims 
and methods. The need for clarification is 
evident. 

It is reasonable to assume that all who 
read this article will agree that the authors 
quoted above describe some very important 
elements of good posture. If that is so, we 
may then go on saying that any method used 
to improve posture should emphasize: 


1. Proper relationship between, and easy 
balance of, the various segments of the body. 


2. Minimum expenditure of energy in bal- 
ancing these segments. 


3. Ease and grace of movement. 


4. Minimum expenditure of energy in 
motion. 


How can a proper relationship between the 
pelvis and the thighs be obtained with a 
minimum expenditure of energy? 


From a mechanical standpoint the pelvis, 
together with the supporting femora, may 
be described as a lever of the first order. 
There is a double fulcrum at the hip joints. 
When the supporting thighs are firm, the 
movement of the pelvis consists of a tipping 
forward and backward. If, in this mechanical 
arrangement, weight is balancing weight, we 
have an inactive lever of the first order and 
no muscle contraction is needed to maintain 
the balance. The further away from the ful 
crum the weights are placed, the more un- 
stable is the balance (Fig. 2A). With the 
weights placed directly above the fulcrum, the 
balance is more stable (Fig. 2B). If the 
weight is shifted to one side in relation to 
the fulcrum, the lever will tip toward that 
side (Fig. 2C). 

Let us think of the suprapelvic structures 
as a large number of separate masses of 
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weights.!°.11.12. The action of gravity on each 
mass of weight is represented by a vertical 
force applied at the center of gravity of each 
mass. Some of these forces will tend to tip 
the pelvis forward, others to tip it backward, 
others again to tip it sideways. All these 
forces combined (the resultant of the forces) 
may be thought of as a single force acting on 
the pelvis. For perfect pelvic balance the line 
of action of this force should pass through 
the center of gravity of the pelvic block. At 
this point it should be met and neutralized by 
a bilateral oblique force from below (the up- 
thrust from the ground), the line of action of 
which passes through the neck and the head 
of the femur and through the acetabulum on 
each side. Then, theoretically, no muscular 
effort is required to maintain pelvic balance. 
(Fig. 2D). The closer we come to such a bal- 
ance, the more we approach our aim of “mini- 
mum expenditure of energy.” The function of 
the muscles around the hip joint in the stand- 
ing position then would be to guard the joint 
on all sides against disturbances. No sets of 
muscles would have to contract continuously, 
but there would be a give and take between 
flexors and extensors, between abductors and 
adductors and between inward and outward 
rotators. 


Now let us suppose that the weight of the 
suprapelvic structures acts anteriorly to the 
hip joint, causing an increase in the pelvic 
inclination, a condition occasionally found in 
connection with poor posture (Fig. 2E). The 
usual procedure for correction has been to 
decrease the pelvic inclination by contracting 
gluteal muscles or abdominal muscles, or both 
groups. The pelvis thus will be brought into 
and kept in balance by active muscular con- 
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traction, in spite of the weight of the supra- 
pelvic structures, which tends to tip the pelvis 
forward (Fig. 2F). As soon as the contract- 
ing muscles let go, the force of gravity again 
will increase the inclination. Contraction of 
the gluteus maximus and the abdominal mus- 
cles for decreasing the pelvic tilt means un- 
necessary expenditure of energy, since the 
same result may be obtained through the re- 
balancing of the suprapelvic structures. 


In the ordinary standing position the bal- 
ancing of the pelvis on the heads of the 
femora is brought about without the aid of the 
gluteus maximus. To ascertain that this is 
the case, make the following test: Stand on 
both feet with the toes pointing straight for- 
ward, Place your hands on the buttocks and 
feel that the gluteus maximus is relaxed.. 
Now raise one leg backward with slight out- 
ward rotation, extending the thigh at the hip 
joint. The gluteus maximus is felt to con- 
tract vigorously. Lower the leg, again plac- 
ing the foot on the floor. The gluteus max- 
imus lets go. Now with both feet on the floor, 
incline the trunk forward, flexing at the hip 
joint. As soon as the trunk has passed the 
vertical line the force of gravity pulling on 
the trunk will flex the pelvis on the thighs 
and the extensors of the hip joint must act 
to control the movement and to prevent sud- 
den and complete flexion. Also in this move- 
ment the gluteus maximus remains practically 
inactive, but the adductor magnus contracts 
and tension can be felt in the hamstrings. 
When the trunk returns to the vertical posi- 
tion no contraction of the gluteus maximus 
can be discovered, unless the movement is 
performed with a jerk, in which case it con- 
tracts, only to relax as soon as the upright 
position is reached. (By placing the finger- 
tips just below and medially to the tuberosity 
of the ischium the contraction and relaxation 
of the adductor magnus can be palpated. The 
tension in the hamstrings can be felt some- 
what more laterally.) This experiment seems 
to indicate that the balancing of the pelvis 
(to prevent increase in inclination) is per- 
formed by the adductor magnus, possibly 
aided by the hamstring muscles, and that the 
gluteus maximus comes into action only in 
forceful and jerky extension of the pelvis. 
The main action of the gluteus maximus 
seems to be to extend the thigh in outward 
rotation and to help in all forceful extension 
of the thigh on the pelvis or of the pelvis on 
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the thigh. Numerous studies on paralysis 
cases substantiate this statement. Subjects 
lacking the gluteus maximus but having a 
normal adductor magnus can extend the thigh 
against gravity with little or no difficulty. The 
disability is evident, however, when an at- 
tempt is made to extend the thigh in outward 
rotation and when resistance is given to the 
motion of extension. 

If in the standing position a contraction of 
the gluteus maximus is willed (“pinching 
the buttocks”), this muscle will tend to extend 
and to rotate the thigh outward at the hip 
joint. To prevent outward rotation of the 
femur the anterior portions of the gluteus 
medius and minimus will come into action. 
The former muscle, being the most superficial 
of the two, can easily be palpated between the 
crest of the ilium and the greater trochanter, 
one to two inches laterally to the anterior su- 
perior spine of the ilium. A definite contrac- 
tion also can be felt in the following muscles: 
tensor fascia lata, quadriceps, calf muscles, 
anterior tibialis and peroneus longus. All the 
muscles around the hip joint get tense, the 
gluteus medius and minimus are resisting the 
outward rotation of the gluteus maximus, the 
adductors are fighting the abductors, and so 
on. The tension spreads all the way down to 
the toes. 


Since a contraction of the gluteus maximus 
is not needed in order to balance the pelvis 
in the upright standing position, and since 
such contraction brings about tension in many 
other muscles, it seems clear that tilting the 
pelvis by contraction of the gluteus maximus 
should not be advocated as a postural exercise. 


Each individual’s posture depends upon his 
particular neuromuscular habit patterns. 
When giving posture training we attempt to 
change his habit patterns by setting up other 
impulses, which, we hope, will become habitual 
if repeated often enough. It is of greatest 
importance to prevent impulses from going 
through to muscles which do not need to con- 
tract. It is of equal importance to develop 
a fine kinesthetic sense in joints, tendons, 
and muscles, (training the proprioceptors) ; 
that is, to get the “inside feeling” of good 
posture. Unnecessary muscle action (tension 
and stiffness) decreases the ability of judg- 
ing the amount of effort needed for balancing 
of parts and for movements. It “blunts the 
muscular sense” (Elin Falk). Therefore, con- 


tracting the gluteals means not only the set- 
ting up of wrong impulses but it also makes 
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the training of the “inside feeling” more 
difficult. 


How can proper balance of the shoulder gir- 
dle be obtained with a minimum expenditure 
of energy? Let us first consider some me 
chanical factors which determine the position 
of the shoulder girdle. 


With the sternoclavicular joint as the fixed 
point the clavicle can swing forward and back- 
ward in the horizontal plane and move upward 
and downward in the vertical plane. The 
scapula and the humerus, hanging at the dis- 
tal end of the clavicle, participate in the 
movements. The sternoclavicular joint acts 
as a pivot point, but it is not a weight-bear- 
ing joint. The weight of the upper extremity 
is carried partly by the fascia and the muscles 
which connect the shoulder girdle with the 
skull and the cervical spine, and partly by 
the ribs, upon which the shoulder girdle rests, 
The clavicle acts as a prop, holding the scapula 
away from the sternum. The anterior and 
posterior muscles, when contracting, pull the 
shoulder girdle forward or backward re 
spectively. 

The position of the shoulder girdle is de 
termined by the following factors: 


1. The position of the skull and the cervical 
spine in relation to the dorsal spine and the 
ribs. The shoulder girdle will tend to hang 
perpendicularly from the point where it is 
“hung up.” If the skull and the cervical spine 
are forward, the shoulder girdle will hang 
forward (Fig. 3A). When the head is well 
balanced on the cervical spine and when there 
is a favorable relationship between the cer- 
vical and the dorsal spine, the shoulder girdle 
will adjust itself so that the arm hangs in the 
median frontal plane (Fig. 3B). There will 
be a “yoke-like balance of the shoulder 
girdle.” !2 

2. The shape of the rib cage. Since the 
scapula has a fairly flat costal surface which 
rests on the ribs, its position will be influ 
enced by the shape of this supporting struc 
ture. The sharpness of the angles of the ribs 
must here be taken into consideration. A 
scoliotic rib cage with increased costal angles 
on one side and decreased on the other side 
is a good example, but also in nonscoliotic 
rib cages there is a considerable variability 
in the angles of the ribs. 

8. The length of the clavicle. If the clay 
icle is short, its propping action is unsatis 
factory and the scapula and the arm will hang 
forward. This is the case in a fractured 
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Fig. 3. A. The shoulder girdle is hanging for- 

ward because of poor alignment between skull, rib 

cage and pelvis. B. A realignment of the head, 

the rib cage and the pelvis causes the shoulders to 

hang in their natural position without contraction 
of the shoulder blade adductors. 


clavicle with overriding segments. Occa- 
sionally a congenital shortening of the clav- 
icle can be observed. 


4. The pull of muscles—their tonus as well 
as their voluntary contractions. if in a 
“round shoulder” condition the shoulder re- 
tractors (trapezii and rhomboidei) contract, 
the shoulders will be pulled backward in spite 
of the weight of the arms, which will tend to 
pull them forward. There will be a tendency 
to raise the shoulders somewhat at the same 
time, since the backward movement of the 
scapulae is easier in the elevated position. As 
soon as the shoulder retractors relax, gravity 
again will pull the shoulder girdles forward. 

It is evident that the physical therapy tech- 
nician can do very little, if anything, to 
change the second and third factors men- 
tioned above. If there is a short clavicle, 
whether congenital or acquired, or a scoliotic 


_ situation. 
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deformity of the ribs, we will be wise to ac- 
cept these facts and to make the best of the 
The first and the fourth factors, 
however, are subject to change. A realign- 
ment of head, cervical spine and dorsal spine 
is possible in all “postural” cases; that is, in 
the absence of structural deformities of the 
spinal column. By effecting such a realign- 
ment, the shoulder girdle and the arm will 
come to hang in a natural position without the 
contraction of the shoulder retractors, Such 
a method of changing “round shoulder” posi- 
tion obviously is done with a “minimum ex- 
penditure of energy.” If, on the other hand, 
the shoulder girdles are pulled backward and 
held backward, there is continuous expendi- 
ture of energy. As the shoulder retractors 
shorten they put the pectoralis major on a 
stretch, and this muscle immediately and re- 
flexively responds by increasing its tension. 
This increase in tension is due not only to a 
passive elongation of the muscle but it is an 
active contraction of the muscle (stretch re- 
flex). The more vigorously the shoulder re- 
tractors contract, the more pronounced the 
stretch reflex will be.* 

A contraction of the shoulder blade adduc- 
tors, as advocated by some authors, * 1% will 
increase tension not only in the middle trape- 
zius and the rhomboids but in practically all 
muscles of the shoulder region. The upper 
trapezius will contract to facilitate the back- 
ward movement of the shoulders. If emphasis 
is laid on keeping the shoulders low, the latis- 
simus and the lower portion of the trapezius 
can be felt to contract. The teres major and 
the posterior deltoid increase their tension in 
either case. Not only is this method of bring- 
ing the shoulders back accompanied by an 
unnecessary expenditure of energy but the 
whole shoulder region is tense, making it im- 
possible for the muscles and levers “to work 
with a minimum expenditure of energy” when 
the arm is moved. 

It may now be said that the contraction of 
the shoulder retractors is not an aim in it- 
self but will serve to elongate the pectoralis 
major and to create better muscle tone in the 
shoulder retractors. It must be remembered 
in this connection that muscle tone is main- 
tained by reflex action and that voluntary con- 
traction does not necessarily improve such 
tonus. The best way of securing a lengthen- 
ing of a pectoralis major muscle which has 
become too short is to make use of the so- 
called “lengthening reflex” and to let gravity 
do the work. It has already been pointed out 
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that realignment of head, rib cage and pelvis 
will cause the arms to hang perpendicularly 
from the point where the shoulders are “hung 
up.” A shortened pectoralis major muscle 
thereby will be put on a slight but continu- 
ous stretch by the action of gravity. If the 
action of gravity is allowed to continue elon- 
gating the muscle, a lengthening reaction will 
take place, which “marks the partial or total 
abolition of the stretch reflex.”* Simultane- 
ously with the lengthening reaction in the 
pectoralis major muscle the shortening reac- 
tion will be evoked in the shoulder retractors. 
“If the ends of the muscle are approximated, 
the muscle is slackened, but only momentarily, 
for it quickly adjusts its length and ‘stays put’ 

. by developing a sufficient static tension.’’* 

Extremely valuable contributions toward a 
better understanding of the problems of pos- 
ture have come from Mabel Elsworth Todd 
and her pupils. For the last twenty years, 
apparently uninfluenced by Elin Falk, Mabel 
Todd has studied the problems of body me- 
chanics and posture. In two articles, ™ and 
in her book “The Thinking Body,” she dis- 
cusses physical forces acting upon the body, 
the mechanism which controls the balancing of 
forces in the human body, and related prob- 
lems. The name which she has given to the 
book is very appropriate since it hints at the 
central idea of the book. With Mabel Todd’s 
ideas as a basis, Lulu E. Sweigard, New York 
University, has done some outstanding work 
in developing methods of changing posture 
while decreasing tension. 


SUMMARY 


1. A comparison is made between past and 
present conceptions of posture. 

2. A survey of the literature on posture re- 
veals that, during the last twenty years, most 
writers on the subject agree that good posture 
is characterized by an easy balance of the 
weights of the body, by absence of strain, by 
minimum expenditure of energy in maintain- 
ing good alignment and by freedom of mo- 
tion. With very few exceptions, the same 
writers advocate contraction of gluteals, ab- 
dominals and shoulder retractors as a means 
of obtaining good posture. It seems as if 
there were a great deal of inconsistency be- 
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tween aims of posture training and methods 
employed. 

3. With a modern conception of posture ag 
a basis, some criteria for posture training are 
set up. 

4. The mechanics of the pelvis is discussed 
briefly. It is stated that the gluteus maximus 
muscle need not contract in the ordinary 
standing position, a statement which is sub- 
stantiated by anatomical observations. There- 
fore holding the pelvis in place by pulling 
down with this muscle is tantamount to train- 
ing wrong postural habits. 

5. A study of the mechanics of the shoul- 
der girdle leads to the conclusion that a good 
balance of the shoulder girdle can be obtained 
by improving the relationship between head, 
spinal column and pelvis. Contraction of the 
shoulder adductors means waste of energy and 
increase of tension and therefore should be 
avoided. 

6. Reference is made to the work of Elin 
Falk, Mabel Elsworth Todd and Lulu E. Swei- 
gard, whose ideas on body mechanics and pos- 
ture are both stimulating and challenging. It 
is hoped that all persons dealing with the 
problems of posture will become acquainted 
with their work. 
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The Mental Approach to the Muscular Reeducation 
of the Advanced Postencephalitic Patient 


Arne Larson 


Probably no one type of neurological patient 
provides a more rigorous test of the physical 
therapy technician’s resourcefulness than does 
the postencephalitic patient. Because of the 
peculiar combination of mental and physical 
symptoms present in these cases, the techni- 
cian is faced with problems that test his 
psychotherapeutic skill as well as his ability 
in muscular reeducation. The mental symp- 
toms of the patient in the great majority of 
cases apparently are not due to mental defect 
or other changes resulting from the disease 
but rather to the psychic trauma of the real- 
ization of his physical disability. The problem 
from the technician’s point of view is pri- 
marily one of muscular training, but the 
physical aspect cannot be successfully met 
without considering the patient’s mental 
makeup. It is a combination of medication 
and the proper psychological approach to the 
reeducational problem that brings whatever 
improvement is achieved. 

The importance of grasping the mental as- 
pect of these patients cannot be too strongly 
emphasized. Upon it rests the success or 
failure of the entire plan of treatment. The 
mechanics of the physical treatment is sim- 
ple enough. The technician may use his own 
varying methods. These are mostly confined 
to a general strengthening treatment, walking 
exercises, passive stretching and posture 
training. 

The unwinking eye and the mask-like facial 
expression typical of these patients should fool 
no one into thinking of mental deficiency and 
should not be used as a gauge of the patient’s 
mental condition or capacity. They are purely 
physical symptoms. 

The condescending attitude which is often 
affected toward these sufferers is a mistake. 
The keenness of their mental trauma express- 
ing itself in the form of deep depression and 
oversensitiveness, indicates an endeavor to 
build up the patient’s self-respect and self- 
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confidence by treating him not like a “mental 
case” but as much as possible like a normal 
human being. 

As in all cases where there is mental in- 
volvement the “rule of three” has an impor- 
tant bearing and must be carefully followed: 

1. Always be prompt. Any irregularity in 
the patient’s schedule is apt to upset him and 
render the treatment valueless, or even 
harmful. 

2. A cheerful attitude obviously is of the 
greatest importance. 

3. Be prepared for unexpected regressions 
resulting from inexplicable moods and whims 
of the patient, and be ready to discount these 
incidents, as they have little bearing on the 
ultimate result. 

In rendering the first muscular reeducation 
treatment one is apt to meet with problems 
like these: The patient has been advised by 
some well meaning friend to use “pulleys” in 
order to strengthen his arms. He has at- 
tached the pulley to the doorpost and has pulled 
and pulled with all his limited strength and 
has overexercised the flexor muscles of his 
forearm and fingers and also very likely 
has exhausted himself in the process. Or he 
may have taken pride in his ability to chin 
himself on his improvised chinning bar and 
may have used one or both of these exercises 
as a measure of his muscular progress or as 
a test of his ability to hold his own. 

There are many unsuitable exercises that 
the patient might have used, but for the sake 
of simplicity the two mentioned will suffice. 

Both of these activities involve heavy work 
for the biceps—a flexor muscle. As we know 
in dealing with brain lesions, the flexors of 
the upper extremities are overstrong and the 
antagonists—the extensor muscles—are re- 
ceiving too few of the nerve impulses neces- 
sary to a balanced action of these muscle 
groups. It would be wrong to encourage this 
form of exercise unless we could consider the 
problem a purely mechanical one. This is an 
error not infrequently made in treating the 
postencephalitic patient and may tempt us to 
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tell the patient that chinning is all wrong and 
will be of no benefit. In telling him this we 
have overlooked the possibility that his abil- 
ity to chin himself may be the only physical 
exercise which he can perform well. Its exe- 
cution may give the much desired feeling of 
accomplishment so essential to all reeduca- 
tional endeavors. The cultivation of this 
feeling must be made the cornerstone upon 
which the success of the treatment will rest. 

It is clear that some deviation must be 
made from what is usually considered proper 
progression of exercises. In the treatment of 
chronic patients it is often wise to give lati- 
tude to set rules of progression. The long 
duration of their illness makes them poor 
prospects for a successful treatment if they 
are subjected to a long and (to them) tedious 
stage of preparatory exercises. 

So, although it is not “in the book,” in con- 
sideration of the patient’s mental condition, 
let him have his “toy” until such a time that 
his confidence and trust in the technician 
makes it easy for him to submit to exercises 
more suitable to his particular need. 

In this connection the value of such an 
exercise as playing ball should be considered. 
As acquired skill is retained to a high degree, 
even at a stage when the patient is virtually 
helpless as far as everyday endeavors are con- 
cerned, it is not unlikely that he will grasp 
eagerly at an opportunity that offers him a 
chance to excel. A patient almost incapable 
of walking or of using his arms or even of 
standing without support for more than a 
minute or two may play a pretty good game 
of ping-pong. Or another whose trembling 
and rigid fingers make him helpless and de- 
pendent upon others for simple acts, such as 
turning the pages of a book or holding a 
cigarette, may perform adequately at the 
piano. Time and effort devoted to the encour- 
agement of activities such as these are far 
from wasted. Their value lies in the very 
desirable mental lift the patient derives from 
doing something in which he can to some de- 
gree compete with the world around him. He, 
like all of us, likes to show off at things he 
can do the best and thus, even if only tempo- 
rarily, escape the detrimental effect of the 
obscurity that is his. By the time the physi- 
cian has persuaded his patient to use physical 
therapy, the patient usually is willing to re- 
ceive the treatment which will be most bene- 
ficial to him. If the technician makes the 


treatment a largely passive one by stressing 
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massage and passive manipulations at the ex- 
pense of active exercises, the patient will 
accept such a procedure without question. 
Here, then, the foundation for all further ac- 
tivities must be laid, and it is my belief that 
massage and passive exercises, no matter how 
desirable they may be, must be secondary to 
a long range plan of constructive, active, re- 
educational exercises. 

The half-hour or hour spent with this pa- 
tient two or three times a week is wasted 
unless the technician succeeds in making the 
patient understand that the fight is one that 
he himself has to make, that he has to follow 
instructions systematically and often without 
any help. 

At times the well meaning solicitude of 
members of his family may tend to frustrate 
all the attempts of the technician to encour- 
age the patient’s desire for accomplishment 
by constantly watching and guarding him. It 
is essential that this protective attitude of the 
family be changed, as the bad psychological 
effect this “watchful waiting” has on the pa- 
tient makes him a very poor subject for re- 
education. 

Such an innocent and well meaning act as 
helping him get out of a chair, if repeated 
often enough, will slowly but surely bring 
about a conviction, conscious or subconscious, 
that he really cannot get up without help and 
so bring about a feeling of frustration in- 
creased by every other undue or unwarranted 
show of anxiety over the patient’s actions. 
By degrees he will be robbed of all initiative 
and will be slowly conditioned to the pitiful 
existence of a totally helpless invalid. It is 
part of the technician’s job to counteract this 
harmful protectiveness by whichever method 
seems most advisable. The policy of exclud- 
ing friends and relatives from the treatment 
room obviously therefore must be strictly ad- 
hered to. 

The patient must ignore much of the well- 
meant assistance offered him and insist upon 
being left to do things for himself as much 
as possible. Even though the attempts may 
be pitifully inadequate, he will derive benefit 
from the realization that he has at least 
started on a road which will lead him towards 
the ultimate goal of self-sufficiency. As in 
all his other endeavors, the patient must be 
cautioned to avoid the danger of fatigue. The 
discouragement that follows the physical set- 
back experienced from fatigue has a far more 
injurious mental effect on the patient than 
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the satisfaction that was his during the per- 
formance of the exercises. As previously 
stated, if we hope to be of any help at all to 
this patient it must be remembered that the 
treatment is one of long range planning, and 
haste surely spells waste if used here. 

The overindulgent relatives are not the 
only kind with which the patient may have to 
contend. There is also the nagging kind, per- 
haps as well meaning as the ones mentioned 
above but no less detrimental to the best ad- 
vantage of the attempted muscular reedu- 
cation. 

Therefore, one must try to explain to the 
family the patient’s inability to perform in a 
sustained and consistent manner, and that his 
muscular ability, due to fatigue, mental upsets 
or causes that may seem utterly obscure, may 
vary greatly from day to day or even from 
hour to hour. Seeing him in his sympto- 
matic propulsive gait, one might be tempted 
to say, “Don’t walk like that. Why don’t you 
slow down and take long steps as I saw you 
do yesterday? If you could do it then, you 
can do it now.” 
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This constant nagging through lack of un- 
derstanding may well result in the same sense 
of frustration that the over-solicitous relatives 
cause. 

In conclusion, it is well for the technician 
carefully to consider the patient’s background. 
His reduced position in the scheme of things 
undoubtedly has had an adverse influence on 
his morale. His helplessness and insignificant 
place in society should not again be brought 
to his realization by treating him conde- 
sendingly. It is wise to make the most of 
any accomplishment his past may hold. Make 
him feel that he is not a “has been” but an 
individual who has a future. The pursuance 
of this policy should help to bring back some 
of his ambition, without which very little 
constructive gain may be expected from the 
treatment. 

Thus the physical therapy technician has it 
within his power to assist greatly in the ulti- 
mate aim—to make the postencephalitic pa- 
tient as useful and self-sufficient as possible 
and thereby make his existence as happy as 
possible. 
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Feet 


Round Table and Discussion 


J. C. Risser, M.D. 


In any discussion of the subject of feet we 
must face the problem of whether we are to 
attack the cause of our troubles or treat the 
results. Frequently we are so impressed with 
the size and painfulness of the callous that we 
have difficulty in seeing around it. But if we 
remove ourselves from the callous, look at the 
foot, its anatomy and mechanism, its physi- 
ology and growth and finally the shoe that 
covers the foot we may find our problem sim- 
plified. 

By way of review, the foot is made up of 
two halves or arches—an outer or weight 
bearing arch and an inner or spring arch. 





connote Surgeon, 1930 Wilshire Blvd., Los Angeles, 
alt. 


Both take their start from the os calcis and 
spread forward. The outer is composed of 
only 3 bones in line; namely, os calcis, cuboid 
and fourth and fifth metatarsals. The inner 
is longer, consisting of 5 bones in line, 
namely, os calcis, astragalus, scaphoid, cunei- 
forms and the first three metatarsals. The 
added length of the inner side loops up into 
an arch when the foot is straight or forefoot 
adducted. 

The looped-up medial arch is maintained by 
the integrity of the spring ligament—plantar 
fascia, plantar and tibial muscles. As these 
muscles are weakened and ligaments stretched 
the looped-up inner line or arch drops and 
the inner line of the foot lengthens, giving 
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the picture of forefoot abduction, or flatfoot. 
Because the os calcis is part of the inner line 
it lists medially. 

Projected onto a flat surface, the outline of 
the flatfoot would present a curve with the 
convexity medially. As the forefoot is ad- 
ducted, the arch is raised and a similar pro- 
jection of foot outline would show a convexity 
laterally over the outer or weight bearing 
arch. 

All curvatures are subject to stress. Weight 
thrust is always best borne through a direct 
line. Nature has provided a more nearly di- 
rect bony support on the outer side of the 
foot, frequently termed the weight bearing 
arch. 

The toes are a continuation forward of the 
foot. Each toe is provided with a well-padded 
plantar surface designed to furnish the final 
weight bearing point in walking. When the 
toes function in plantar flexion the metatarsal 
heads form a convexity upwards, the so-called 
anterior arch. As the toes are dorsiflexed 
the metatarsal heads become prominent and 
the arch disappears. The metatarsal heads 
are not well padded, and any dorsiflexion of 
toes may result in more or less trauma to the 
metatarsal heads. 

The foot acts as a lever of the second or- 
der, but only when the body weight has been 
shifted forward to balance over the fulcrum 
or metatarsal heads and toes, similar to the 
principle used in the rocking chair. 
longer the lever on the rocker, the more effi- 
cient is the mechanism. 

Developmentally the human foot is the 
equinus type of the quadruped. The baby, 
who recapitulates the change from an inverted 
quadruped to a biped within his first year, 
demonstrates the equinus. When starting to 
walk, he walks on his toes until he realizes 
that he is a biped and can get his heel to the 
floor. However, all through his life this in- 
herited equinus contracture tends to recur, 
which is most noticeable upon arising in the 
morning. 

In the functioning foot this equinus con- 
tracture exerts an early pull upwards on the 
os calcis or heel and the body weight is 
thrown forward on the flexible foot lever arm. 
If the foot shows any tendency toward a 
medial convexity or weakness of the midtar- 
sal area it will result in a pronated foot. If 
there is no medial convexity and good liga- 
mentous integrity, the flexible foot lever arm 
will not give way. The weight thrust then 
will be carried forward to be localized over 
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the metatarsal heads forming the common 
metatarsal callous or traumatized second and 
third metatarsal head. A congenitally short 
first metatarsal will increase the pain by lo- 
calization of pressure over the second meta- 
tarsal. 

In order to relieve this early pull upward of 
the equinus contracture the foot turns out- 
ward in walking, thus shortening the func- 
tional length of the foot and lessening its ef- 
fectiveness as a lever. Frequently one foot 
turns out more than the other, indicating a 
shorter heel cord. This is commonly due to 
a congenital discrepancy in leg length, the 
longer leg having the shorter heel cord. Evi- 
dence of the relationship of heel cord length 
and arch height is seen in the poliomyelitis 
caleaneal foot which invariably has a high 
arch. 

Physical examination of the feet should in- 
clude dorsiflexion or heel cord length. This 
is accomplished in the presence of a straight 
knee by inversion and dorsiflexion of the foot. 
Dorsiflexion should be determined at the first 
evidence of resistance or contracture. It is 
this initial pull on the calf which stimulates 
its contraction while walking. This is a gen- 
tle test and should not be used with force. 

Much can be learned from a foot tracing 
made by perpendicular projection of the foot 
outline on a flat surface (Fig. 1.). The angle 
formed by bisecting the rearfoot and forefoot 
will determine the angle of stress. When this 
angle is medial the forefoot is abducted and 
the foot is vulnerable. In the strong foot, 
when the forefoot is adducted the angle is 
lateral over the weight bearing arch. The 
degree of hallux valgus is also shown in @ 
foot tracing. 

Pronation or forefoot adduction is present 
in about 80 per cent of children under five 
years. At this age the foot is very flexible 
and control of the foot is not accurate. In 
the age period from six to twelve pronation 
drops to 40-50 per cent. In adults pronation 
increases up to 65-75 per cent which is more 
noticeable in women than men. 

In the care of the feet probably the most 
important item is shoes. The first requisite 
of the shoe is length. In children the shoe 
should accommodate the anticipated foot 
growth.* The average increase in foot 
growth is five-eighths of an inch a year. This 
varies from one-third to one-half inch a year 


*The material on foot growth and foot tracing was compiled 
by Miss Lois Gilbert at the Children’s Hospital, Los Angeles, 
Calif. 
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in the age period from 2 to 5 years. From 
7 to 12 years foot growth averages up to 
three-fourths inch a year. Rapid foot growth 
appears earlier in females than males and is 
seasonal, the greater growth occurring in the 
warmer seasons. Foot growth appears to 
cease with completion of tibial growth which 
is 14 to 16 years. 

The short shoe may be considered the chief 
cause of the hallux valgus. Many times be- 
ginning evidences of this condition are seen 
in the preadolescent. Too frequently the 
great toe is forced to find space in the longer 
middle line of the shoe—not in the inner line. 
Frequently ingrown nails have their begin- 
ning at this early age period. 

Any callous or corns on the foot or toes is 
a sign of pathology in localization of pres- 
sure. Metatarsal head callouses disappear 
when body weight is distributed over the en- 
tire foot. This is accomplished by heel cord 
stretching exercises and removal of heels from 
shoe. The use of shoes with little or no heel 
will insure a long heel cord and a free dorsi- 
flexion. 

Callouses on the toes are due to the coinci- 
dence of internal pressure from a phalangeal 
flare and a tight shoe. A soft corn is due to 
pressure of a phalangeal flare of one toe 
against that of its neighbor. Relief is ob- 
tained by removing the outer pressure, that 
is, the use of larger shoes or surgical removal 
of the bony phalangeal flare. 

The shoe should encourage foot correction. 
Too frequently the excellent results from ex- 
ercises and training are lost when the foot 
is put into a shoe. With foot correction there 























Fig. 1 
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is adduction of forefoot, with some decrease 
in foot length and an increase in width of 
the forefoot as indicated in tangential lines of 
the great and fifth toes. 

Ideally the shank of the shoe should be 
flexible to encourage muscle action and thus 
localization of blood supply. However, with 
any great amount of heel height it is neces- 
sary to bridge the distance from heel to meta- 
tarsal heads with a stiff shank. Also with 
heels, dorsiflexion of toes occurs which 
stretches and weakens the plantar muscles 
whose action is so important to foot health. 

Heel wedges for pronated feet are best used 
on a shoe with a flexible shank. The single 
wedge, where only the forward inner corner 
is raised, allowing the heel to slope outward 
and backward, is from one-fourth to one-half 
inch high. 

The forward inner corner should be ad- 
vanced as far forward as the astragalo sca- 
phoid joint, as seen on the weight bearing 
foot tracing. Frequently a thinner wedge, 
usually one-eighth of an inch, is placed over 
the outer border of the sole corresponding 
to the distal end of the fifth metatarsal. 

Of the exercises which seem most effective, 
heel cord stretching is most important. How- 
ever, it is necessary first to learn how to ad- 
duct the forefoot so that in the stretching 
process the force is not dissipated into 
stretching the midtarsal area. 

Our big problem in foot health is between 
shoe style and foot comfort. Economics and 
education play a big part in the solution of 
this problem. 


DISCUSSION 


Following Doctor Risser’s presentation, Dr. 
Marie Facht, Assistant Director of Health of 
the Denver Public Schools, then emphasized 
the importance of recognizing foot deviations 
in children of school age. Using slides she 
demonstrated what could be accomplished in 
a short period of time through the coordina- 
tion of effort of the medical examiner and 
the physical education department. 

Mildred Elson, office of Dr. Emil Hauser, 
Chicago, discussed the teaching of normal 
gait as a physiological exercise. In order to 
teach normal gait a shoe must be worn in 
which the sole is firm but with enough pliabil- 
ity to permit a rolling gait. The shoe which 
was used to demonstrate the gait had a sole 
one-quarter inch thick and a heel one inch 
in height. The transverse comma-shaped bar 
(Hauser) was placed immediately posterior 
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to the head of the first four metatarsal bones 
and is one-eighth to one-quarter inch higher 
on the outside than on the inside. This is to 
prevent supination of the anterior part of the 
foot and to make it possible to use the great 
toe in propelling the body forward. The heel 
of the shoe was advanced one-half inch on 
the inner side and supinated one-sixth inch 
on the inside. In teaching normal gait cor- 
rect posture is emphasized. The patient is 
taught to hold himself as tall as possible. The 
hee] strikes the ground first on the outer side 
and the weight is transmitted over to the in- 
ner side and is finally propelled over the toes, 
particularly the great toe. The weight of the 
body is taken up from the heel to the toe. The 
foot turns neither out nor in but goes straight 
ahead. The legs should not be permitted to 
cross over in front of each other but each foot 
should stay on its own side of the line. With 
each step all the muscles of the foot are exer- 
cised normally and the longitudinal and trans- 
verse arches are reestablished. With the low 
heel and the emphasis on starting the step 
with the heel and the foot dorsiflexed, the ten- 
don Achilles is gradually stretched. Patients 
are cautioned to practice the gait but a few 
minutes at a time, gradually increasing the 
time as the tendon Achilles becomes stretched 
and strength permits. It has not been found 
necessary to use any other type of foot exer- 
cise other than normal rolling gait. 
Catherine Worthingham, Assistant Profes- 
sor of Hygiene and Physical Education at 
Stanford University, discussed the necessity 
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for weight bearing exercises in addition to 
hee! cord and hamstring stretching in the re- 
habilitation of feet. In the traditional ap- 
proach to foot exercise much emphasis is 
placed upon the development of strong tibial 
muscles and the stretching of the peroneals, 
The important consideration should be to es- 
tablish the kinesthetic sense of correct posi- 
tion and therefore balance of these two 
groups. Comparatively little strength is 
needed to maintain the position. A great deal 
of effort is often necessary to learn the feel 
of the correct position. Walking toward a 
mirror is very helpful as the patient may have 
the benefit of the use of his eyes in checking 
his position without disturbing the pattern 
of his walk by looking down. 

The smooth transference of weight from 
the heel to all of the metatarsal heads, fol- 
lowed b; a final pushoff from the toes also wag 
emphasized. If the feet are held at approxi- 
mately a 15 degree angle, the effort is facili- 
tated, as the shorter fourth and fifth meta- 
tarsals assume weight-bearing at the same 
time as the other three. A strong pushoff 
from the toes continues the smooth transfer- 
ence of weight to the other foot and prevents 
too powerful a thrust on the metatarsal heads. 
The fact that the metatarsal heads need this 
protection was ably brought out by Doctor 
Risser. 


Note: There was a great deal of discussion and many ques 
tions from the floor. Unfortunately a secretary was not 
present to record the discussion; therefore, it seems best not to 
attempt to include it. 


SD > ap 


Although used in almost all types of illness, 
sweat baths were particularly favored in com- 
bating neuralgias and rheumatism by all 
tribes. The Carolinian Indians buried the af- 
fected members in holes filled with hot mud; 
and also for several hours at a time had the 
children pour cold water constantly over the 
limbs. The usual moxas were freely used, as 
well as scarification and cupping. The Dakota 


and Omaha-Poncha had a very effective pro- 
cedure: they applied the crushed leaf of pasque 
flowers to the skin over involved joints, which 
was a sufficiently strong counterirritant to 
produce a large blister. The Pawnee burned 
the flowers of false lupine under such joints 
and covered fire and joint with a blanket. This 
fumigation rapidly reduced the swelling and 
eased the pain——From “Medicine Among the 
American Indians,” by Eric Stone, M. D. 





pro- 
asque 
which 
nt to 
irned 
joints 


r and 
g the 





A Device for Turning the Frame Patient 


Homer Stryker, M. D. 


Hospitals or physicians who use the anterior 
and posterior Bradford frames are confronted 
with the nursing problem of changing the 
patient from one frame to the other. A 








Fig. 1. Patient on posterior Bradford frame 
with foot and arm supports attached. The frame 
is supported by the turning devices attached to 
the ends of the bed. These also support the over- 
head frame, from which is suspended a small 
cabinet the door of which serves as a reading 
board or, when lowered, a writing board. 


method which enables one nurse to 
turn any patient without lifting and 
with a minimum of discomfort to the 
patient is herein described. It has been 
found satisfactory in the daily care of 
from fifteen to twenty such patients at 
the University Hospital. If a patient 
who requires frame care is allowed to 
remain a part of the day on his abdo- 
men, he is more comfortable and is less 
liable to develop decubital ulcers or 
respiratory or renal complications. 


METHOD OF TURNING PATIENT 


The patient is placed on his back on 
a posterior frame. This frame is then 


1101 Baldwin Avenue, Ann Arbor, Mich. 

From the Orthopedic Service of Dr. Carl E. Badgley. | 

From the Department of Surgery, University of Michigan 
Medical School. ; 

Reprinted from the Journal of the American Medical 
Association, Vol. 118, Nov. 4, 19389. 


suspended about 1 foot from the mattress, 
each end being attached to a turning device 
which clamps on the head and foot of the bed. 
To turn the patient, the anterior frame is 
placed over him and pressed down 
firmly, pressing him between the two 
frames. The anterior frame is then 
locked in this position. The nurse then 
releases a spring lock at the end and 
revolves the two frames, with the 
patient between them, through an 
angle of 180 degrees, whereupon the 
frames automatically lock again, leav- 
ing the patient face downward on the 
anterior frame. Since the patient 
simply revolves on his long axis with- 
out change of the center of gravity, 
little effort is required for the turning. 
The upper frame (posterior) is now 
released and lifted off. 

While on the anterior frame, the 
head is supported by an adjustable face 
piece which lies on the anterior frame and 
takes the weight on the cheeks and forehead. 
It is padded with sponge rubber and has flan- 
nel covers which may be removed for washing. 
The eyes are about 15 inches from the mat- 





Fig. 2. The nurse has removed the cabinet and 
the arm and foot supports and is placing the 
anterior frame down over the patient, where it is 
fastened by a wing nut at each end. 
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tress, a comfortable distance for reading and 
writing. The anterior frame is narrowed at 
the shoulders to allow the arms to be brought 
down over the sides for comfort. In some 
cases frequent turning may be required, but 
usually the patient remains on the anterior 
frame during the day. At night the patient is 
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Fig. 3. The nurse has released the lock and is 
turning the frames with the patient compressed 
between them. When face downward the frames 
automatically lock and the posterior frame is then 
released and lifted off. The face support and 
rubber bands which hold the canvas taut are 
shown in this view. 


turned in the same manner to the posterior 
frame. 
TYPE OF FRAMES 


By means of turn buckles at each end, 
the adult frames are adjustable in width 
between 12 and 17 inches, children’s 
from 7 to 12 inches. No patient re- 
quires a frame more than 17 inches in 
width——over this it becomes a hammock 
and no longer effectively supports the 
spine. 

Our frames are made of light weight . 
tubing, but gas pipe frames of proper 
length may be used with the turners by 
drilling a five-eighths inch hole in the 
center of each end by which they are 
fastened to the turning disk. For a 
standard bed they should be 6 feet 3 
inches long and for the portable unit 
they are 6 feet 1 inch long. 





Fig. 4. 
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along each side, and wide enough to fold over — 
the sides of the frame when set at its greatest — 
width. Bands of rubber stretched across the” 
back between the eyelets are used in place of | 
laces or straps with buckles. This keeps the 
canvas perpetually and evenly taut, provides) 
for personal variations in contour and allows” 
changing the width of the frame with-~ 
out removal of the frame covers. They ™ 
are easily applied or removed and elim 
inate the necessity of frequent adjust” 
ment. A spreader is placed beneath the ~ 
center of each frame to maintain uni-_ 
form width. The canvas is padded with 
celotex or 1 inch sponge rubber, over” 
which a draw sheet is placed and pinned — 
beneath the frame. A 6 inch opening 
at the center allows toilet service. The 
small (6 inch diameter) chamber mug 
commonly used for infants will be found 
more satisfactory than the conventional 
bedpan. It can be lifted up through the 
opening overlapping the edge of the 
canvas, which prevents soiling. 


SUPPORTS FOR ARMS AND FEET 


Attachments are provided for the support 
of the feet at right angles and for the arms 
at the sides of the frame. These are easily 
applied or removed while the patient is on the 
frame. The arm supports may also be used 
to hold the tray at mealtime. 


TYPE OF BED 


The turners fit on the head and foot of any 
standard hospital bed of either round or 





Patient on anterior frame. This is the 





COVERING OF FRAMES 


The frames are covered with heavy 
canvas, with eyelets at 4 inch intervals 


portable unit in which the turning devices, instead 
of clamping on the bed ends, are supported by a 
base which sets on the bed. It may be transported 
as a unit and rests on any level surface. 
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Fig. 5 
ported to ambulance. The overhead frame, anterior 


frame and accessories have been 
transportation. 


Patient on portable unit being trans- 


detached for 
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square design. A socket is provided on 
top of each turning device for the in- 
sertion of an overhead frame if desired. 
The turners may be used for this pur- 
pose with or without the Bradford 
frames. A cabinet with a reading 
board may be suspended from the over- 
head frame. 


PORTABLE UNIT 


For those patients who require a con- 
tinuation of frame care at home or 
elsewhere, a portable unit is provided 
in which the turning device is fastened 
to a base which sets on the bed at the 
hospital or at home and may be trans- 
ferred with the patient as a unit in an 
ambulance or invalid car. This has 
been especially appreciated when there 
is only one person available in the 
home to care for the patient. 


The Place of the Physical Therapy Department in the 
Hospital 


S. Paul Campbell 


The term “physical therapy” comprises the 
treatment of disease and injury by such phys- 
ical agents as heat, light, massage, exercise, 
various electrical currents and hydriatic meas- 
ures. The main advantage of such physical 
procedures is that they enable the physician 
to provide relief to the patient, and for the 
most part are directly applicable to the af- 
fected part. 

Malcolm T. MacEachern says: “Physical 
therapy, during recent years, has become rec- 
ognized as one of the most valuable adjuncts 
in the treatment of selected diseases and 
pathological conditions. Coulter says: ‘Phys- 





2523 Mansfield Avenue, Drexel Hill, Pa. 
Physical Therapy Department, Institute of the Pennsylvania 
Hospital, Philadelphia, Pennsylvania. 


Read before the Annual Conference of the Hospital As- 
sociation of Pennsylvania, April 26, 1939. 


ical therapy is here to stay, and every hos- 
pital, if it is to fulfil its fundamental purpose, 
must provide some form of department for 
the use of physical agents in treatment.’” 
The value of a physical therapy department 
depends upon the extent to which it is pre- 
pared to serve each department in the hos- 
pital. It is not for the practice of a new 
cult of healing but is a department that places 
all its facilities at the command of the staff. 
This is the first step that is necessary to se- 
cure its proper functioning and success. 
Because of the indifference with which many 
of the profession have regarded physical ther- 
apy, many physicians have resorted to send- 
ing their patients to masseurs, gymnasts and 
others not trained in physical therapy. A 
physician would not knowingly refer a patient 
to an untrained technician for treatment 





Q4 Tue PuysiorHeRAPyY REVIEW 


through drugs or surgery, yet many send pa- 
tients to physical therapists who are not 
trained, or to members of various cults. Phy- 
sicians should refer their patients to those 
especially trained in this branch of medicine. 
Charlatans will continue to prosper until such 
time as hospitals have fully equipped and com- 
petently staffed departments, and physicians 
learn to make more complete use of these fun- 
damental measures which influence disturbed 
physiology to a degree probably greater than 
most safe drugs. 

To fulfil the whole purpose of modern medi- 
cine, physical therapy departments must in- 
clude preventive as well as remedial measures. 
Physical culturists and health clubs make cer- 
tain psychological appeals in regard to exer- 
cise, the appeal being based on the common 
misconception of associating health and 
strength, and thus by the use of selected pho- 
tographs of well developed men anc women, 
give the impression that they hold some secret 
way to this health and strength. This, of 
course, is fraudulent but it is being done, and 
the layman may be expected to continue his 
support of these irregular cults for the sake 
of the incidental benefit which they may offer. 
The hospital physical therapy department 
should be developed for the use of physical 
agents for prophylaxis. Physicians of the 
staff should be urged to use the department 
for these purposes. 

Physical therapy was launched on its sci- 
entific career during the World War. Prior 
to that time hospitals that maintained a de- 
partment were poorly staffed. The techni- 
cians were not properly trained, and at best 
could give only some type of “baking and mas- 
sage” treatment, or “rubbing” as it was 
termed then. Fortunately, such conditions are 
not true today. The World War Aides formed 
an association, and from that group has de- 
veloped the American Physiotherapy Associa- 
tion, of which the Pennsylvania Physiotherapy 
Association is a chapter. The requirements of 
this Association are high, both in training 
and ethics. The American Physiotherapy As- 
sociation originally approved schools for train- 
ing physical therapy technicians, graduates 
from which were eligible for membership in 
the Association. The American Medical Asso- 
ciation later assumed the responsibility of ap- 
proving schools, and in August 1936 published 
their first list of schools approved for training 
physical therapy technicians. 

It seems incredible that the medical pro- 
fession and hospitals are less critical of the 
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requirements for this work than the people 
who actually do the work for them under their 
direction, but this is so, when we consider the 
requirements of the American Physiotherapy 
Association. It should be the rule of the phys. 
ical therapy department that no treatments 
are to be given unless prescribed by a physi- 
cian and unless the treatments are adminis. 
tered under the direction of a qualified phys 
ical therapy technician. 

Some hospitals employ full time physicians 
to be in charge of the department. They at 
tend staff meetings, arrange treatments for 
the patients and in general direct..the’ details 
of the department. For some hospitals such 
an arrangement would be a financial burden, 
In this case the radiologist would be the log- 
ical one to head the department. The person- 
nel of the department should be under the 
direction of a competent licensed physical ther- 
apy technician. 

The location of the department is important 
and depends largely upon the type of work 
to be done. If the greater number of pa 
tients to be treated are house patients, then 
the department should be so situated that 
easy access may be had from all departments 
of the hospital. Doors should be wide enough 
that beds or chairs may be wheeled through 
with ease. If out-patiernts are to be treated 
in the same department, then it should be lo 
cated so that it is accessible from the clinic 
without disturbing the house patients. A suf- 
ficient number of cubicles should be arranged 
to assure privacy and quietness. No metal 
should be used in construction of the cubicles 
as there is danger of grounding electrical cur- 
rents while giving a treatment. Both alter- 
nating and direct current receptacles should be 
provided, each requiring a different style plug 
on the apparatus. 

It makes little difference on which floor the 
department is situated, provided there is good 
circulation of air, good light and access to the 
direct rays of the sun. Provision should be 
made for waterproofing the walls and flocrs of 
sections used for hydrotherapy. Water supply 
should be arranged to give a constant pressure 
of not less than fifty pounds with facilities for 
reducing as required and accurate temperature 
control at all times. Floors are of minor im 
portance but in planning new departments 
thought should be given to them. Floors con- 
structed of rubber tiling or linoleum are les? 
tiring to the technicians than wooden or stone 
floors. Hydrotherapy floors should be of tile 
construction as this type is easiest to care for. 
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» When equipment is i . be purchased, it is ad- 
visable to consult all departments of the hos- 
pital that will use physical therapy, as to what 
type of apparatus they will require. In this 
way duplication of effort can be avoided. Only 
equipment which has been approved by the 
Council on Physical Therapy of the American 
Medical Association should be considered. In 
this way the purchaser is protected from the 
extravagant claims made for certain modali- 
ties now on the market. 

Many simple pieces of apparatus can be 
made by the hospital engineers. Plans for 
such apparatus may be obtained from the 
Council on Physical Therapy of the American 
Medical Association, Chicago. Such equip- 
ment is adequate and makes for a saving in 
the purchasing budget. 

The physical therapy department is doing 
much to solve the problem of the cost of hos- 
pital care; for example, expert surgical treat- 
ment, followed at the proper time by the use of 
physical therapy, is shortening temporary dis- 
ability and reducing permanent disability in 
many cases of injury and infection. The short- 
ening of temporary disability definitely re- 
duces the number of hospital days, thus re- 
ducing the cost of hospital care for the patient. 
The patient’s ability to return to a gainful oc- 
cupation is increased. 
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When a hospital has a substantial private 
clientele, or a large volume of compensation 
cases, a physical therapy department should 
yield a profit to the institution. Even if the 
hospital patients cannot pay, the department 
should be profitable through shortening the 
stay of charity patients. 

A hospital to be recognized as modern must 
be so equipped that patients may benefit by the 
latest discoveries in the scientific methods of 
treatment. Developments in scientific medi- 
cine in the past few years have demonstrated 
that physical therapy has an assured place 
among effective therapeutic agents. Today 
physical therapy is on a better basis than ever 
before. It is now recognized that physical 
therapy alone, or in conjunction with other 
surgical and medical care, is capable of bene- 
fitting a wide range of conditions. 

From the surveys that have been made it 
appears that approximately seventy per cent 
of the cases in a general hospital of average 
size can be influenced beneficially by physical 
therapy administered by competent personnel 
in a properly equipped department. 


REFERENCES 


1. MacEachern, Malcolm T.: Hospital Organization and 
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2. Principles and Practice of Physical Therapy, W. F. 
Prior Company, Hagerstown, Maryland. 
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The Orthopedic Department of John Williams School 
Rochester, New York 


R. Park Parkhill 


Special educational provisions for handi- 
capped children in Rochester began with the 
formation of an orthopedic class of fifteen 
children at Number Five School on November 
1, 1920. From this small beginning facilities 
have been extended until at the present time 
approximately one hundred forty crippled 
children are cared for annually. This work in 
Rochester is carried on in the Orthopedic 
Department of John Williams School, a large 
centrally located elementary school. When the 


_——— 


Principal, John Williams School, Rochester, N. Y. 


school was built it was designed to meet the 
particular needs of children with orthopedic 
defects. All grades from preprimary to eighth 
are represented in six graded class groups. 
The regular academic curriculum of the ele- 
mentary grades is followed with only such 
individual variations as may be required by 
the physical condition of the child. No direct 
vocational training is attempted but activities 
requiring muscular coordination form a part 
of the work. 

The entire orthopedic unit, consisting of 
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class rooms, treatment rooms, rest rooms, din- 
ing room and recreation roof, is situated on 
the top floor of the building. In addition, 
however, the special facilities of the regular 
elementary school, including assembly, library, 
home economics and manual training, as well 
as art and music rooms, are utilized. Buses 
with special attendants transport the children 
to and from homes in all sections within the 
city limits. An inclined ramp to the loading 
platform facilitates passing from bus to re- 
ceiving room. Elevator service eliminates 
stair climbing, and, although the building is 
fireproof, a concrete ramp and special wheel- 
chairs which can be easily and safely handled 
are provided for fire drills. Little modification 
in furniture or equipment is necessary in the 
classrooms themselves, beyond supports for 
braces or apparatus and ample space for 
crutches and wheelchairs. Children are en- 
couraged from the start to participate inde- 
pendently, with as little adult assistance as 
possible, in all normal classroom activities. 
Extra milk is served daily in the classrooms 
in addition to the hot noon meal which is 
served in the dining room. As rest periods 
are so essential to the physical well-being of 
the children, rooms with cots and blankets are 
included in the department as is also an out- 
door roof suitable for play activities. Addi- 
tional recreational interests center in scout 
troops, a stamp club and orchestra practice. 
As any academic plan for crippled children 
of necessity must revolve around physical 
ability and be limited by it, the program of 
physical rehabilitation becomes an integral 
part of the educational policy. Hence admis- 
sion to school is determined by orthopedic 
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consultants on the basis of individual physical 
condition and the need for continued ortho- 
pedic care. Children are examined periodically 
in clinics held at school, where recommenda- 
tions for follow-up care and treatment are 
made. Cooperating agencies include local hos- 
pitals and dispensaries, health and _ social 
organizations, in addition to private philan- 
thropic groups, among which are the 
Rochester Guild for Crippled Children and 
Rochester Rotary Club. 

As part of the health and physical education 
program, physical therapists under the direc- 
tion of the orthopedic consultants give daily 
remedial treatments which, of course, vary 
with the individual disabilities of the children. 
Remedial rooms are equipped with special 
plinths and tables, bakers, therapeutic lamps, 
a hydrotherapy treatment tank and various 
necessary pieces of apparatus for corrective 
activities. The aim of the entire program of 
the school is so to coordinate academic and 
remedial activities that the crippled child is 
given an opportunity to express to the fullest 
extent his physical and mental capabilities in 
as normal an environment as possible. 

As soon as the physician in charge feels 
that maximum physical improvement has been 
attained and that the child has reached the 
point at which adjustment in the normal 
school group can be made successfully, the 
child is discharged to the school in whose dis- 
trict he resides. He reports back periodically 
for medical supervision either to this school 
or to his private physician. For those children 
of high school age for whom transportation is 
still necessary, bus service to Jefferson High 
School is provided by the Board of Education. 


Co ON ae 


New York—The Magnificent 


New York, gateway to America, began to 
function as a port more than three hundred 
years ago when Henry Hudson sailed up 
through the Narrows and discovered a har- 
bor that undoubtedly seemed to him a navi- 
gator’s paradise. New York was then a wil- 
derness, inhabited by a few Indians. It has 


since grown to be an empire in itself, embrac- 
ing within the environs of the port district 
almost ten per cent of the population of 


America and doing more than ten per cent of 
the nation’s business. New York has been 
called the most dramatic city in the world. 
The appellation may be justified either on the 
basis of the mushroom character of its growth 
as compared with old-world metropolises or 
on the sudden grandeur of the spectacle seen 
by the visitor from the sea when he catches 
a glimpse of the blockhouses and towers one- 
sixth of a mile and more high which make 
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the first view of the Island of Manhattan un- 
believably strange and beautiful. 

It is the incomparable harbor that has made 
New York, whether we speak of it in terms 
of New York City, New York State, stretch- 
ing hundreds of miles to the north and west, 
of which it is a part, or in terms of the great 
Metropolitan Area, comprising the Port of 
New York. 

Within the area dwells perhaps the most 
cosmopolitan people on earth—more Jews 
than in Palestine, more people of Italian birth 
than in Venice, and more Irishmen than in 
Dublin. While the vast majority of the peo- 
ple who themselves, or whose parents, came 
from other shores to make up this great world 
metropolis have been educated to American 
speech, ideals and American customs, and are 
true Americans, there are still some forty dif- 
ferent languages and dialects spoken and 
written in New York City and newspapers 
published in some _ twenty-odd_ different 
languages besides English. 

The Port of New York is the gateway. Be- 
yond is the hinterland of America, reached 
by railroads and great highways going out 
from New York like spokes from the hub of 
a wheel. To the north and northwest is New 
York State, with many smaller industrial 
cities, with broad fields given over to the 
type of farming which makes it one of the 
premier dairying sections of the world—to 
fruit growing, with thousands of tons of ap- 
ples, peaches and grapes, and many other 
forms of agriculture. Three hours away from 
New York City are the Catskill Mountains, 
one of the summer playgrounds of the people. 
In the northern part of the state are the 
Adirondack Mountains with their Whiteface 
and Mount Marcy, the last named the high- 
est in the State. To the northeast is New 
England—another combination of agricul- 
tural and industrial territory—with the 
Berkshire Hills, the Green Mountains, the 
White Mountains and the lakes of Maine. 
To the west are the Poconos. All of these 
can be reached in a few hours from New 
York, and with New Yerk’s own mountains 
and nearby beaches they constitute the great 
summer playground of eastern America. To 
the east of the City is Long Island with its 
beaches and truck farms—acre upon acre of 
potatoes, cabbage, and vegetables of every va- 
riety; to the west and southwest is New Jer- 
sey with more truck farms and fruit farms, 
and ninety miles to the southwest the great 
industrial city of Philadelphia. 
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New York combines with its finance and 
its industry marvelous facilities for education 
and play. Beyond all question, it is the na- 
tion’s amusement center and in many respects 
it is the country’s educational center. It is 
the home of no less than 37 institutions of 
higher education, the largest of which is New 
York University, with Columbia University 
the second largest in size. 

Other institutions of higher education in- 
clude the College of the City of New York, 
a City-supported university; Hunter College, 
also supported by the City; Fordham Uni- 
versity; Manhattan College; Pratt Institute; 
the Cornell Medical School, and a host of 
technical, medical, musical, business, prepara- 
tory and private institutions. 





There are many institutions besides colleges 
which contribute to New York on the cultural 
side; for instance, the Metropolitan Museum 
of Art with its magnificent exhibits of paint- 
ing, sculpture, tapestries, potteries, laces, an- 
tiquities and miscellaneous objects; the 
American Museum of Natural History with 
its unusual collection and exhibits of mam- 
mals, birds, minerals and other objects of 
scientific interest; the Hispanic Society, the 
Museum of the American Indian, the Museum 
of the City of New York, the Museum of 
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French Art, the Museum of Modern Art, the 
Museum of Science and Industry, The Hay- 
den Planetarium, the Museum of the New 
York Historical Society and the Whitney Mu- 
seum of American Art. 

In the field of nature there are the New 
York Botanical Gardens with a truly amazing 
collection of living flora gathered from all 
over the world, the Bronx and the Central 
Park Zoological Gardens with rare collections 
of living animals, and the Aquarium in which 
fish of the seven seas have been gathered to 
swim before the staring eyes of astonished 
children. 

New York’s sky-scrapers are among the 
marvels of the world. Tallest of them is the 
Empire State Building at Fifth Avenue and 
34th Street, which is 1,248 feet high. Next 
comes the Chrysler Building at Lexington 
Avenue and 42nd Street, which pushes its 
tower 1,046 feet in the air. 

Rockefeller Center with its twelve buildings 
planned in the fabulously valuable twelve acres 
from 48th to 5lst Streets, between Fifth and 
Sixth Avenues in Mid-Manhattan, should be 
on the “must” list of every visitor to New 
York City. The slim beauty of the 70-story 
R.C.A. building rises as the center theme of 
the development; an observation roof caps 
this building. Guided tours are available, not 
only for the Rockefeller Center development 
itself, but through the N.B.C. regular and 
television Broadcasting Studios, which are 
housed in several floors of the R.C.A. build- 
ing. 

New York’s bridges constitute another 
group of wonders. Across the East River is 
the Brooklyn Bridge, the first of the great 
suspension bridges to be built. Crossing the 
Hudson River at 178th Street to Fort Lee, 
New Jersey, is the George Washington 
Bridge, one of the latest of the great 
bridges to be built, and considered by many 
the most beautiful suspension bridge in the 
world. 

Across the East River are three other great 
suspension bridges. The City sometimes 
boasts that it is the world’s true city of 
bridges, for leading into it and crossing the 
waterways that divide it, are 23 miles of over- 
water structures which have been built at a 
total cost of nearly $300,000,000. 

Many of the entertainment features cited 
above are to be had free or at nominal cost, 
but in the field of professional amusement the 
City out-distances any other in America. 
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There are something like 100 theaters which 
are available for the production of first-class 
shows, musical or dramatic. 

In the field of music New York’s position is 
equally important. It is the home of the Met- 
ropolitan Opera Company, which numbers 
among its members many of the world’s great- 
est operatic singers, and which furnishes each 
season a program which can be equaled no- 
where else in America. 

Baseball is one of the most popular of 
American sports. The City has three major 
league teams which compete during the sum- 
mer in great arenas given over to this form 
of sport. There is always a major league ball 
game in New York City. 

Vessels leave the port each day for deep- 
sea fishing excursions. 

Beaches to the east and south of the City 





are both clean and safe and are always 
crowded during the summer. 

In spite of its high land value, the City 
maintains many great parks. Over 14,000 
acres are devoted to this purpose. The most 
famous is Central Park in the center of Man- 
hattan, which covers 840 acres. 

The City has remarkable facilities for 
medical research. In recent years two great 
institutions have been formed, known as 
Medical Centers, each marking the union of 
a great university with a great hospital to 
provide the best in medical research and 
treatment. The City has over 140 hospitals 
and over 12,000 practicing physicians and 
surgeons, 
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New York is well equipped with hotels in 
which to entertain the visitor. The variety is 
such that within reasonable limits he who 
comes to New York may spend as much or as 
little as he pleases. The City has over 400 
hotels with something more than 160,000 
rooms and more than 150,000 bathrooms. 
Several of the City’s luxurious hotels have 
more than 2,000 rooms—each equipped with 
every contrivance that can contribute to the 
comfort of the guest. 

Luxurious night clubs cater to thousands 
who seek entertainment with their food. In 
scores of places one may dine and dance be- 
tween courses. 

Summed up, New York caters to every hu- 
man interest—there is justification for the 
statement that no one had lived until he has 
experienced at least a few days in this City 
of Marvels. 





Red Cross Enrollment for Phys- 


ical Therapy Technicians 


At the request of the Surgeon General of 
the Army and in compliance with its policy 
of cooperation with both the Army and Navy, 
the American Red Cross, as an expansion of 
its peace-time service for the military forces, 
has undertaken the enrollment of various 
types of medical technologists who are will- 
ing to serve in the medical departments of 
the Army and Navy if and when their serv- 
ices are required at the time of a national 
emergency. 

Persons with the following qualifications 
will be enrolled: 

Chemical Laboratory Technicians (male). 

Dental Hygienists (male and female). 

Dental Mechanics (male). 

Dietitians (male and female). 

Laboratory Technicians (male and female). 

Meat and Dairy Hygienists (Inspectors) 
(male). 

*Nurses (male). 

Occupational Therapy Aides (male and fe- 
male). 

Orthopedic Mechanics (male). 

Pharmacy Technicians (male and female). 

Physical Therapy Technicians (Aides) 
(male and female). 

Statistical Clerks (male and female). 

X-Ray Technicians (male and female). 

*This group will not be members of the 


Notice printed at the request of the American Red Cross. 
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Army or Navy Nurse Corps which under basic 
law are limited to females, but will be used as 
technologists for service auxiliary thereto. 

General qualifications for enrollment are as 
follows: 


1. Citizens of the United States. 


2. Ages 21-45 years (Army); 18-35 (Navy 
—men only). 


3. Physically qualified. Applicants must 
pass a satisfactory physical examination, ac- 
cording to standards set respectively by the 
Army and Navy Medical Departments. 


4. Women applicants must be unmarried. 


5. All applicants must express a willing- 
ness to serve as a technologist in time of a 
national emergency. 


Male technologists will be eligible for en- 
listment in the Army as noncommissioned of- 
ficers in the grades of sergeant, staff sergeant, 
or technical sergeant. Women technologists, 
and men who do not qualify physically, will be 
eligible for employment by the Army as 
civilians. 

For the Navy, male technologists will be 
eligible for enlistment in the Naval Reserve as 
Petty Officers—Pharmacist’s Mates 3rd, 2nd, 
and Ist, Class and Chief Pharmacist’s Mate 
(acting appointment). Women technologists 
are not eligible for service in the Navy under 
present plans. 

The Medical Department of the Army will 
require a considerable number of technolo- 
gists in each of the above named groups. The 
Navy Medical Department requirements will 
be similar except for dietitians, occupational 
therapy aides, orthopedic mechanics and dairy 
and food hygienists (inspectors) who will not 
be needed. Notwithstanding the maintenance 
of this enrollment, the Navy also desires 
peace-time enlistment in the U. S. Naval Re- 
serve, and male technologists who wish to en- 
list in the Naval Reserve are urged to com- 
municate direct with the Commandant of the 
Naval District in which they reside. The ad- 
dress of their Commandant will be furnished 
upon request. 

Technologists who qualify according to 
these general standards and who are willing 
to enroll for service as outlined above should 
communicate with The American National 
Red Cross, Washington, D. C. 


Ci Ne 
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It is not too early to begin to plan your 
trip to New York and the American Physio- 
therapy Association convention. An excep- 
tionally fine program has been arranged. This 
is our opportunity to obtain continued educa- 
tion in different phases of physical therapy, 
given by leaders in this. specialized field. It 
is an opportunity to meet with old friends and 
to make new ones. 

Each chapter should have as many repre- 
sentatives as possible in order that those not 
fortunate enough to attend will thereby have 
some inspiration and opportunity to learn 
what is being done by other physical 
therapists. 


New York City is the largest city in our 
country, offering almost every possible type of 
entertainment, educational facilities, besides 
many unusual and interesting sights. Let us 
make the 1940 convention the largest in our 
history. The convention is planned for the 
benefit of every member and we hope that it 
will be possible for every member to attend, 
for it is through such meetings that the Asso- 
ciation gains strength and thereby benefits the 
individuals. Do not fail to read the conven- 
tion news in this issue, and then begin making 
plans to attend. We shall expect to see you in 
New York City in June. 
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Tentative Program for Nineteenth 
Annual Convention 


Following is the tentative program for the 
1940 convention to be held at the Hotel Bilt- 
more in New York City, June 23 to 28: 


Sunday, June 23 


4:00 P.M.—Registration. 
6:00 P.M.—Buffet Supper—lInformal chapter re- 
ports. 


Monday, June 24 


9:30 A.M.—Opening Address—Mr. Basil O’Con- 
nor, President, National Foundation for Infan- 
tile Paralysis. 
Business Meeting—Report of Nominating Com- 
mittee. 
2:00 P.M—Round Table on Cerebral Palsy— 
Winthrop M. Phelps, M.D., Baltimore, Md. Miss 
Edna Blumenthal, Chief Physical Therapist, 
Children’s Rehabilitation Institute, Reisters- 
town, Md. (Chairman), Miss Gladys Paul- 
itsch, Babbitt Hospital, Vineland, N. J., Miss 
Elizabeth Addoms, Supervisor of Therapy, 
Department for Correction of Motor Disabili- 
ties, Neurological Institute, New York, Eliza- 
beth T. Ford, Occupational Therapist, Occupa- 
tional Therapy Dept., Neurological Institute 
of New York. 


Tuesday, June 25 
9:30 A.M.—Scoliosis Clinic—New York Orthope- 
dic Hospital, Miss Emma E. Schrampf, New 
York Orthopedic Hospital, New York. (Chair- 
man). 
Noon—Officer’s Luncheon. 
2:00 P.M.—Trip to World’s Fair. 


Wednesday, June 26 
9:30 A.M.—Business Meeting—Election of Offi- 
cers. 
2:00 P.M.—Symposium on Arthritis—Post Grad- 
uate Medical School and Hospital; Josephine 
L. Rathbone, Ph.D. (Chairman), Edward F. 
Hartung, M.D., Robert L. Preston, M.D., Jo- 
seph Kovacs, M.D., John D. Currence, M.D., 
Jessie McKelvey. 
Eve.—Treatment of Perivascular Disease—William 
Bierman, M.D., Assistant Clinical Professor of 
New York University College of Medicine. 
Pathology of Peripheral Vascular Disease—Lec- 
ture. 


Fractures—Lecture, 


Thursday, June 27 


9:00 A.M.—View of Exhibits—9 to 10:00 A.M. 
Round Table on Education—Miss Margaret 
O’Meara, D.T. Watson School, Leetsdale, Pa. 
(Chairman), William D. Cutter, M.D., Coun- 
cil on Medical Education and Hospitals of 
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the American Medical Association, Janet B. 
Merrill, Children’s Hospital, Boston. 


Lectures. 


2:00 P.M.—Electrical Muscle and Nerve Testing. 
Erb’s Palsy—Robert Lee Patterson, Jr., M.D., 
Member of Staff at Hospital for Ruptured and 
Crippled. 
Eve.—Formal Banquet. 


Friday, June 28 
9:30 A.M.—Round Tables—Muscle Studies—Miss 
Signe Brunnstrom, Hospital for Ruptured and 
Crippled, New York, (Chairman), Mr. Henry 
O. Kendall, Director of Physical Therapy, 
Children’s Hospital School, Baltimore, Md., 


Janet B. Merrill, Children’s Hospital, Boston. 


Gaws—Miss Alice Lou Piastriage, Director of 
Physical Therapy, Georgia Warm Springs 
Foundation, Warm Springs, Ga. 

2:00 P.M.—Visits. 

With genuine pleasure the New York Chap- 
ter looks forward to the American Physiother- 
apy Association Convention this summer in 
our city. Not only will the program of lectures 
and discussions be of exceptionally great in- 
terest to all of you who are able to come, but 
New York City itself will provide you with 
unexcelled opportunities for having a truly 
wonderful holiday. No matter in what direc- 
tions your taste runs, New York City will 
more than gratify you. There is no city on 
earth that can provide you with more pleasur- 
able and worthwhile things to eat, to hear, to 
see, and to watch, or to study or to observe, 
and particularly during the Summer of 1940 
when you will get the New York World’s Fair 
thrown in for a bargain. 

We are having no misgivings and not the 
slightest qualm when we say to you: You 
must try to come to the Convention next sum- 
mer! We promise you a truly important ses- 
sion on physical therapy and great facilities 
for observation and study at university hos- 
pitals, clinics, crippled children’s institutions, 
research centers, et cetera. We also promise 
you that our city will give you the “Time of 
Your Life” in pure fun. 

Hostess CHAPTER. 





Report of Nominating Committee 


The following ticket is submitted: 

President — Catherine Worthingham, 2120 
Cowper Ave., Palo Alto, Calif. Director of 
Physical Therapy, Department of Hygiene 
and Physical Education for Women, Stan- 
ford University. 
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Vice-President—Dorothy Young, Route 1, 
Box 58, Menlo Park, Calif. Physical Ther- 
apist, Palo Alto Clinic. 


Vice-President—Betty A. Rice, 5105 Dover 
St., Oakland, Calif. Physical Therapist, 
Children’s Hospital of the East Bay. 


Secretary—Evelyn Anderson, 5 Rico Way, 
San Francisco, Calif. Stanford University 
Hospitals. 


Treasurer—Mary E. Nesbitt, University of 
California Hospital, San Francisco, Calif. 


Directors — Alice Lou Plastridge, Warm 
Springs Foundation, Warm Springs, Ga. 


Sara Kollman, 2612 South Fremont, Minneap- 
olis, Minn. Physical Therapist, University 
Hospital. 


Helen Kaiser, 1800 E. 105th St., Cleveland, 
Ohio. Chief Physical Therapist, Mt. Sinai 
Hospital. 


Exhibits 


A prize of fifty dollars is being offered for 
the best exhibit at the American Physio- 
therapy Association Convention, June 1940, 
and twenty-five dollars for the second prize. 
Chapters, hospitals, institutions, schools or 
individuals may enter exhibits. Begin now on 
plans to present your ideas, technics or special 
equipment, in concrete form so that others 
may benefit by your experience. 


All posters must be made uniform in size-— 
22 x 28 inches. 


To avoid duplication we are listing the ex- 
hibits we have on hand: 


1. Posters on history of physical therapy. 


2. Posters on treatment of spastics, and 
miniature models of equipment. 


3. A miniature physical therapy depart- 
ment. 


4. Reproductions of pictures on history of 
physical therapy. 


Prize winning exhibits will become the 
property of the American Physiotherapy Asso- 
ciation. If, however, you have material to 
exhibit of which you do not wish to relinquish 
the ownership, you may enter it as a noncom- 
petitive exhibit. 


For further information write Irene Mezek, 
Exhibits Chairman, 7425 Harvard Avenue, 
Chicago, Illinois. 
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New Chapters 


Notice has been received of the formation 
of two new chapters—Maryland and Vir- 
ginia. The officers are listed in our chapter 
directory. 

Mrs. Margaret Cleaveland attended the con- 
vention of the Canadian Physiotherapy As- 
sociation in Toronto, the weekend of January 
27, 1940, as a representative of the American 
Physiotherapy Association. 


Chicago Chapter 

On December 30, 1939, Ida McGarry of the 
Chicago Chapter was married to George 
Reichert of Chicago. 

Helen Marie Kelley, also of the Chicago 
Chapter, was married on February 10, 1940, 
to Carl Welin of Chicago. 

The Chicago Chapter recently sponsored a 
series of lectures on disabilities of the back 
and feet. Dr. Emil Hauser, Assistant Pro- 
fessor in Bone and Joint Surgery, Northwest- 
ern University Medical School, was the 
instructor. 








Colorado Chapter 
At the February meeting of the Colorado 
Chapter Dr. James B. Walton presented a pa- 
per on “Ultra Short Wave Diathermy.” The 
chapter is very pleased about having five new 
members. 





New Jersey Chapter 
At a meeting of the Essex County Medical 
Society in Newark, New Jersey, on January 
30, 1940, Dr. William Bierman of New York 
City spoke on “Short Wave.” The entire New 
Jersey Chapter attended this meeting. 





Oregon Chapter 
Ex-Army Physiotherapy Aides of the Ore- 
gon Chapter met in Corvallis in October. Let- 
ters and telegrams were received from former 
members on the Pacific Coast. 





Pennsylvania Physiotherapy 


Association, Inc. 

On May 9 and 10, 1940, the Pennsylvania 
Physiotherapy Association, Inc., will hold a 
convention at the Hotel William Penn, Pitts- 
burgh, Pennsylvania. This is the second con- 
vention to be held with the Hospital Associa- 
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tion of Pennsylvania, and all physical therap- 
ists are cordially invited. The outline of the 
program is as follows: 
Thursday Evening, May 9 
Banquet, sponsored by the Hospital Association 
of Pennsylvania. 


Friday, May 10 


Registration. 

The Physical Therapy Prescription—Jessie 
Wright, M.D. Discussion, A. W. Sherrill, 
M.D. 


New Concepts of Fever Therapy—Murray B. 
Ferderber, M.D. Discussion, Harold W. Jacox, 
M.D. 

The Role of Physical Therapy in Decreasing 
the Time of Disability after Accidents—Mar- 
garet O'Meara, R.P.T. 

Discussion, E. W. Fiske, M.D. 

The Importance of State Licensure in Physical 
Therapy—lI. D. Metzger, M.D. 

Open discussion. 
Trip to D. T. Watson School of Physiotherapy 
—inspection and tea. 


Texas Chapter 
The second annual assembly of the Texas 
Chapter was held with the Texas Hospital As- 
sociation and allied groups in San Antonio, 


February 23 and 24, 1940. The program was 
as follows: 


Friday, February 23 


8:30 A.M.—Registration—Secure 
Luncheon and Banquet. 


9:00 A.M.—Welcome: By President of the Texas 

Chapter. 

Business Meeting. 

Report of Committee. 

“Moving Pictures of Procedures Used in Orthe 
pedic Surgery”—Edward Cayo, M.D., San 
Antonio. 

“Use of Ultraviolet in Skin Affection”—R. E 
Bowen, M.D., San Antonio. 


12:00 Noon—Visit Exhibits. 


12:30 P.M.—Luncheon—with all groups in Ball 
Room. 

2:30 P.M.—“Early Poliomyelitis’—P. M. Girard, 

M.D., Dallas. 

“What I Expect of Physiotherapy in Ortho 
pedics”—Charles Venable, M.D., San AD 
tonio. 

“Report of Meeting of American Physiother- 
apy Association”—Mrs. Helen King Donlon, 
Dallas. 

Round Table Discussion. 

:00 P.M.—Banquet with Texas Hospital Associ 

ation. 
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Saturday, February 24 
9:00 A.M.—Visit to Physical Therapy Clinic—Nix 
Hospital. 
10:00 A.M.—Presentation at Station Hospital of 
Orthopedic Cases and Slides—Map. J. B. Ches- 
ter, Station Hospital, Fort Sam Houston. 
Tour of Station Hospital—followed by sight- 
seeing tour. 


Western Michigan Chapter 


On April 6, 1940, the Western Michigan 
Chapter will hold a meeting in Grand Rapids 
at which time two orthopedic surgeons from 
Blodgett Memorial Hospital will present pa- 
pers, one on juvenile kyphosis and the other 
on lateral scoliosis... This meeting will be 
open to anyone who is interested. 

The Western Michigan Chapter also is pub- 
lishing a chapter paper entitled “The Wm. 
Capta.” 
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Wisconsin Chapter 


The January meeting of the Wisconsin 
Physiotherapy Association was held in Madi- 
son. Dr. Herman Wirka presented and dis- 
cussed the Kendall films on poliomyelitis. 


The following query, addressed to the editor 
of the JOURNAL OF THE CHARTERED SOCIETY 
OF MASSAGE AND MEDICAL GYMNASTICS, was 
noted in the January 1940 issue: 


Sir,—May I suggest that the only suitable 
title for our Journal is “The British Physio- 
therapy Review,” analogous to the American 
Physiotherapy Review? “Physiotherapy” 
covers all our work, and its use in place of the 
hackneyed “Massage” will help to educate the 
general public in the meaning of the word. 


Ce Caen 


Index to Current Literature 


APPARATUS 


Wooden Helps to Learning. Rutn W. LUuNbDBERG. 
Crippled Child, Feb. 1940. 


ARTHRITIS AND RHEUMATISM 


Rheumatoid Arthritis. T. Luoyvp Tyson, M.D. Pub. 
Health Nursing, Feb. 1940. 

Physical Therapy Principles of Periarthritis of 
the Shoulder. J. I. Kenprick, M.D. Arch. P. T., 
Jan. 1940. 

Mecholyl and Histamine Effects on Peripheral Cir- 
culation and Relief of Arthritic Pain. ABRAHAM 
Conen, M.D., and Harry Rosen, Ph.D. Arch. 
P. T., Jan. 1940. 

Sulphur Treatment in Endocrine Metabolic Arth- 


ropathies. A. P. Cawapras, M.D. Brit. J. 
Rheum., Jan. 1940. 
Fifteen Years’ Observation of Children with 


Rheumatic Heart Disease. Wiri11amM D. Srrovp, 
M.D., and Pau, H. Twappre, M.D. J.A.M.A., 
Feb. 24, 1940. 

The Use of Autohemotherapy Reinforced with 
Artificial Fever in the Treatment of Rheumatic 
Disease. Wirit1am K. Isumarr, M.D. J. Okla. 
State Med. J., Sept. 1939. 

Chronic Arthritis: Differential Diagnosis and 
Special Treatment Methods. Medical, Ortho- 
pedic, Physical Therapy. Brernarp L. WYATT, 
M.D., Harry E. Tompson, M.D., and JAMES 
DonAtp Francis, M.D. N. Y. State J. Med., Nov. 
1939. 

Rheumatism and Climate. J.A.M.A., Oct. 21, 1939. 


Bone AND Jornt INJURIES AND DISEASES 


Slipped Epiphyses. Ratepu K. Guormtry, M.D., 
and Ropert D. Faircxtp, M.D. J.A.M.A., Jan. 
20, 1940. 


Spondylolisthesis. Observations on its Develop- 
ment, Progression and Genesis. Harotp H. 
Hirencock, M.D. J. Bone and J. Surg., Jan. 
1940. 


Epiphysitis of the Spine. Lovrs NatnHan, M.D., 
and Jonn G. Kuuns, M.D. J. Bone and J. Surg., 
Jan. 1940. 


The Rationale and Results of Maggot Therapy in 
Chronic Osteomyelitis. JoserpH BucHMAN, M.D. 
Med. World, Feb. 1940. 


Regeneration of Epiphysial Centers of Ossijica- 
tion Following Destruction by Pyogenic or 
Tuberculous Infection. Samuren. W. Banks, 
M.D.; Wir11AM Kricsten, M.D., and E. L. Com- 
PERE, M.D. J.A.M.A., Jan. 6, 1940. 


A New Type of Caicaneal Spur. Joun R. Vasko, 
M.D. Journal Lancet, Jan. 1940. 


BURNS 


Treatment of Burns. II: The Late Treatment. 
M. E. Pusirz, M.D. Med. World, Jan. 1940. 


Burn Shock: Water Intorication as a Complica- 
tion. H. M. Truster, M.D.; H. L. Eoepert, M.D., 
and H. S. Wiuuiams, M.D. J.A.M.A., Dec. 16, 
1939. 
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CarRpiAac CONDITIONS 
Fifteen Years’ Observation of 
Rheumatic Heart Disease. 
M.D., and Pau. 
Feb. 24, 1940. 


Children with 
WirtL1aAM D. Srrovp, 
H. Twappite, M.D. J.A.M.A., 


DERMATOLOGY 


Treatment of Erysipelas: Comments on Treatment. 
A. J. Quick, M.D., and M. H. Seevers, M.D. 
Wise. Med. J., Nov. 1939. 

Uitraviolet Irradiation in Skin Diseases. AUSTIN 
Furniss, L.R.C.P. Brit. J. Phys. Med., Dec. 
1939. 

DIATHERMY 

Lobar Pneumonia, Recent Advances in Therapy. 
CoMMANDER KENNETH E. Lowman, Medical 
Corps, U.S.N. U. S. Naval Med. Bull., Jan. 1940. 

Evaluation of Short Wave Diathermy. RicHarp 
Kovacs, M.D. Brit. J. Phys, Med., Jan. 1940. 


ELECTROTHERAPY 


Galvanism in the Treatment of Bronchial Stric- 
tures. Joux D. Kernan, M.D., and Danrer C. 
Baker, Jz., M.D. Hahnemannian Monthly, Jan. 
1940. 


Electrosurgical Operation in Gall-Bladder Dis- 
eases. B. O. C. Prisram, M.D. Lancet, Oct. 28, 
1939. 


Electrotherapy and Physical Methods of Treat- 
ment. Apert E1prnow, M.B. Practitioner, Nov. 
1939. 

Electrically Induced Convulsions in Treatment of 
Mental Disorders. Wm. H. Suepiey, M.B., and 
J. S. McGreeor, M.B. Brit. Med. J., Dec. 30, 
1939. 

An Ionic Transmission Method for Testing with 
Allergens. L. O. Durron, M.D. J. Allergy, Jan. 
1940. 

Electro-Convulsion Therapy of Schizophrenia. G. 
W. T. H. Fruemine, and F. L. Goria. Lancet, 
Dec. 30, 1939. 

Electrocoagulation of Hemorrhoids. Samvurt GoLp- 
FARB. Med. Rec., Oct. 4, 1939. 


EXERCISE 


Prophylactic Exercises for Children. JEROME 
Weiss, M.P., and H. J. Benrenp, M.D. N. Y. 
State J. Med., Nov. 1939. 

Oxygen, Exercise Tolerance and Angina Pectoris. 
Current Med. Literature, J.A.M.A., Oct. 21, 1939. 

Blood Serum Changes in the Dog During Recovery 
from Exercise on the Treadmill, Minerva Morse 
and F. W. Scuuurz. Amer. J. Physiol., Feb. 1, 
1940. 

Aspects of Animal Locomotion: Croonian Lecture. 
J. Gray, F.R.S. Proc. Royal Soc., Dec. 15, 1939. 


Eye, £ar, Nose AND THROAT 
A Review of Tuberculosis in the Field of 
Otolaryngology. FRANK R. Spencer, M.D. 
Laryngoscope, Jan. 1940. 
The Prognosis in Detachment of the Retina. Sry- 
mMouR PuHiips, F.R.C.S. Practitioner, Dec. 1939. 


Foor CONDITIONS 
The Tragedy of Footwear. Epvwitn A. LINbSAY. 
Lancet, Dec. 9, 1939. 
FRACTURES 
Some Observations on Boehler’s Treatment of 


Fractures. B. S. ApAmMs, M.D. Minn. Med., Feb. 
1940. 
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Lock-Bolt Fixation of Fractures of the Femoral 
Neck and of Intertrochanteric Fractures. E. W, 
Creary, M.D., and Gorpon Munroe Morrison, 
M.D. J. Bone and J. Surg., Jan. 1940. 


After-Care of Fractures with Special Reference to 
Delayed Union and Sudeck’s Atrophy. Henry 
H, Jorpan, M.D. Arch. P. T., Jan. 1940. 

Compression Fractures of the Bodies of the Dorsal 
and Lumbar Vertebrae. Orno C. Hupson, M.D, 
F.A.C.S. Med. Times, Jan. 1940. 


Heat AND COLD 
The Effect of Warm and of Cold Nasopharyngeal 
Irrigation on Cervical Lymph Flow. Jane D, 
MocCarrett. Amer. J. Physiol., Jan, 1, 1940. 
Refrigeration and Malignancy. J.A.M.A., Jan. 13, 
1940. 
HYDROTHERAPY 
Meeting of Balneologists: Berlin. Foreign Letters, 
J.A.M.A., Sept, 30, 1939. 
Spas and Minera! Waters. Queries and Minor 
Notes, J.A.M.A., Oct. 14, 1939. 


HYPERPYREXIA 
Artificial Fever Therapy by Physical Means. 
Aaron Srortrysky, M.D. Journal Lancet, Jan. 
1940. 


The Use of Atutohemotherapy Reinforced with 
Artificial Fever in the Treatment of Rheumatic 


Disease. Wiiu1am K. Isumagr, M.D. J. Okla 
State Med. Assn., Sept. 1939. 
Fever Therapy and Carbohydrate Metabolism. 


J.A.M.A., Dee. 23, 1939. 
Induced Pyreria: Discussion. E. J. Natrrrass, M.D. 
Lancet, Dec. 23, 1939. 


INJURIES 


Head Injuries. Wiu11AM Rutr.epce Lipscoms, M.D, 
and Irene R. Mircnert, R.N. Amer. J. Nurs, 
Feb. 1940. 

The Care of Automobile Injuries Involving the 
Face. Gorpvon B. New, M.D., and Joun B. Ericn, 
MD. Minn. Med., Jan. 1940. 


Low Back CONDITIONS 


Backache: Common Causes and Treatment with 
Special Reference to Physical Therapy. Henry 
W. Meyerprne, M.D., and Grorce A. POLLOCK, 
M.B. Arch. P. T., Feb. 1940. 

Low Back Pain. Joserpn A. Fremerc, M.D. JA 
M.A., Dec. 16, 1939. 


MISCELLANEOUS 

Modern Resuscitation Procedures. 
M.D. Hospitals, March 1940. 

Sympathicoblastoma, Fremont A. CHANDLER, M.D. 
and Jonn R. Norcross, M.D. J.A.M.A., Jan. 13, 
1940. 

Frequency of Congenital Malformation in Fam 
ilies. Editorial, J.A.M.A., Jan. 13, 1940. 

Periodic Hypersomnia, Hyperpyrezia and Hunger, 
Secondary to Epidemic Encephalitis. E. M 
HamMMeEs, M.D. Minn. Med., Feb. 1940. 

Dilantin Sodium Therapy in Epilepsy: Report of 
Study in Progress. Josepu L. Ferrermay, M.D. 
J.A.M.A., Feb. 3, 1940. 

Treatment of Congenital Torticollis. Ropert Sorvs, 
M.D. J. Bone and J. Surg., Jan. 1940. 

A Philosophy of Speech Correction. 
Kopp. J. Except, Children, Feb. 1940. 

Irrigation of the Colon. Joun Severy Hresey, 
M.D. Arch. P. T., Jan. 1940. 


Gorpon Bates. 


Grorce A. 
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Blood Regeneration in the Anemias. Hat Downey, 
M.D., and George H. Wuirpeie, M.D. Supplement 
to Minn. Med., Jan. 1940. 


The Use of Physiotherapy in General Practice. 
S. G. Harnpen, M.D. Med. World, Jan. 1940. 


The Teaching of the Occupational Diseases. 
RutTuerrorp T. Jounsrone, M.D. J.A.M.A., Feb. 
17, 1940. 


Physical Measures in Some Common Painful 
Gynecological Conditions. Maver C. L. McGuin- 
ness. Med. Rec., Dec. 6, 1929. 


MUSCLE AND TENDON INJURIES AND DISEASES 


The Role of Fascia in Myosynovitis and Adhe- 
sions. CHARLES Murray Gratz, M.D., and L. H. 
Merker, M.D. Surg., Gynec. and Obst., Nov. 
1939 


tupture of the 
Mose.tey, D.M. 


Supraspinatus Tendon. H. F. 
Canad. Med. Assn. J., Sept. 1939. 


NERVOUS AND MENTAL INJURIES AND DISEASES 


Obstetrical Paralysis. JAMES WARREN Sever, M.D. 
Pub. Health Nursing, Mar. 1940. 


Induced Pyrexia: Discussion. E. J. Narrrass, M.D. 
Lancet, Dec. 23, 1939. 


Electrically Induced Convulsions in Treatment of 
Mental Disorders. Wm. H. Suepiey, M.B., and 
J. S. McGrecor, M.B. Brit. Med. J., Dec. 30, 
1939. 


Electro-Convulsion Therapy of Schizophrenia. G. 
W. T. H. Fremine and F. L. Goria. Lancet, Dec. 
30, 1939. 


NUTRITION 


Cutaneous Manifestations of Vitamin A Deficiency 
in Children. Epwarp LEHMAN, M.D., and H. G. 
Rapaport, M.D. J.A.M.A., Feb. 3, 1940. 


Adequate Nutrition for the Industrial Worker. 
Leta E,. Booner, Ph.D. J.A.M.A., Feb. 17, 1940. 
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OccUPATIONAL THERAPY 


Occupational Therapy in the General Hospital 
with Orthopedic Cases from the Physical 
Therapy Point of View. Herten Kaiser. Occu- 
pational Therapy and Rehabil., Feb. 1940. 

Occupational Therapy and Current Sducational 
Trends. E.sa Neustrapr. J. Health and Phys. 
Educ., Feb. 1940. 


PERIPHERAL VASCULAR DISEASES 


Peripheral Vascular Diseases: Diagnosis and 
Treatment by Passive Vascular Exercise. ALEx- 
ANDER SrLverGLADE, M.D. Arch. P. T.. Feb. 1940. 


TUBERCULOSIS 


Genital Tuberculosis. Err A. Mrier, M.D., and 
Miscua J. Lusroxk, M.D. J.A.M.A., Oct. 7, 1939. 


A Review of Tuberculosis in the Field of Otolaryn- 
gology. Frank R. Spencer, M.D. Laryngoscope, 
Jan. 1940. 


Altitude and Artificial Pnewmothorar. C. H. GEL- 
LENTHIEN, M.D. J.A.M.A., Mar. 2, 1940. 


ULTRAVIOLET RADIATION 
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Exercises in the Treatment of Asthma 
D. A. Williams, M.D., B.S. In Clinical J., No. 

2037, page 418, October 1939. 

Williams in “Notes on the Treatment of 
Asthma” states that of the nonspecific forms 
of prevention of attacks, probably the best of 
the measures calculated to reduce their fre- 
quency is the use of special breathing exer- 


cises, such as are described in a booklet pub- 
lished by the Asthma Research Council. These 
aim at the reeducation of automatic move- 
ments of the diaphragm, at increasing the ex- 
piratory phase, and at relaxing spasmodically 
contracted muscles. The results, published 
by Livingstone and Gillespie in 1935, showed 
that 20 per cent are clinically cured while an- 








106 


other 50 per cent are improved, leaving 30 
per cent unimproved. If the results are fur- 
ther analyzed it is found that of those in 
whom the asthma began under the age of 10 
years, 30 per cent are cured and another 60 
per cent improved. 

It would therefore appear that in children 
this form of treatment should be particulariy 
beneficial in the correction and prevention of 
chest deformities, as well as in reducing the 
frequency of attacks. 


Recent Advances in the Medical Treatment 
of Peripheral Vascular Diseases 


Edgar V. Allen, M. D., Rochester, Minn. In 

J.A.M.A., 113:27:2375, December 30, 1939. 

Thrombophlebitis, Venous Insufficiency, Vari- 
cose Ulcer 

There is not much essentially new in the 
treatment of thrombophlebitis but there has 
been wider recognition of the pathologic 
changes occurring in this disease and of the 
physiologic disturbances which result from 
it. Thrombophlebitis should be considered 
an episode of acute inflammation of a vein, 
resulting in thrombosis. Treatment after the 
acute phase consists, therefore, of preventior 
of venous stasis which may result and of pre- 
vention of recurrent episodes of phlebitis. 
Acute superficial phlebitis occurring spon- 
taneously or in varices should be treated sim- 
ply by rest and application of hot moist packs 
until there is no further extension of inflam- 
mation and until local signs of inflammation 
have disappeared. 

The treatment which Barker and Counseller 
have used during the acute stage of iliac and 
femoral thrombophlebitis is comparatively 
simple and consists of adequate elevation of 
the leg (to an angle of 30 degrees from the 
horizontal) obtained by using a back rest 
covered with pillows. Hot wet packs are 
applied continuously from the foot to the 
groin. Elevation of the leg and local applica- 
tion of heat are continued until the patient’s 
temperature has remained normal for four 
days, until all swelling and edema have dis- 
appeared from the leg below the knee and 
until all pain and tenderness have disappeared 
from Scarpa’s triangle and the region of the 
large veins distal to it. This usually requires 
from ten to eighteen days. We feel that it is 
not necessary to keep the patient in bed for 
a longer time and that prolonged periods of 
rest in bed favor rather than prevent the 
development of other episodes of thrombosis 
and embolism. 
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It is necessary to equip the patient with an 
adequate support for the affected leg as soon 
as he gets out of bed and to instruct him te 
use it consistently for a period of months 
Several types of support have been used. Ip 
cases of femoral and iliac thrombophlebitis 
the cloth and rubber usually are inadequate 
Heavy elastic stockings may be adequate if 
they are made to measure and if they fit 
well. They have the disadvantages of being 
expensive, of wearing out or losing their 
elasticity in a few months and of not being 
adjustable. The most satisfactory support 
is a heavy, pure rubber bandage applied over 
a cotton stocking from the toes to the knee, 
with only a small portion of the heel exposed. 

Most interesting is the report of Duryes 
and Wright, who stated that iontophoresis 
with a 0.5 per cent solution of acetyl-beta- 
methylcholine chloride (mecholyl) two to 
three times a week, for from six to 165 treat 
ments, caused healing in nine case of chronic 
varicose ulcer in spite of continuance of nor- 
mal activity by all their patients. Kovacs 
had pointed out previously that iontophoresis 
was a way to secure a better local effect of 
the mecholyl. 

Raynaud’s Disease 


Kovacs, Saylor and Wright reported that 
iontophoresis with mecholyl in solution, given 
from two to three times a week, caused in- 
creased warmth of and improved color of the 
hands and feet and lessening of frequency 
with which attacks of discoloration occurred 
in twelve instances of Raynaud’s disease. 
Both of these methods should be tried exten- 
sively, particularly in cases of Raynaud’s dis 
ease not cured by sympathectomy. 


Common Methods of Treatment of Both Ar- 
teriosclerosis Obliterans and Thrombo- 
Angiitis Obliterans 

The Sanders Bed.—Barker and Roth have 
studied the results of treatment of eighty- 
eight patients having chronic occlusive am 
terial diseases by means of the oscillating San- 
ders bed. The results may be summarized as 
follows: 

1. Relief of simple rest pain: Twelve of thir 
teen patients were completely relieved during 
treatment. Eleven of thirteen patients were per 
manently relieved by treatment. 

2. Relief of pain of ischemic neuritis: Nine of 
fifteen patients were completely relieved during 
treatment. All fifteen patients were relieved by 
continued treatment. 

3. Relief of pain associated with ulcers and 
gangrene: Thirty-two of forty-four patients were 
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completely relieved during treatment. Twenty-two 
of forty-four patients were permanently relieved 
by treatment. Healing occurred for all these pa- 
tients. 

The principle of treatment by the Sanders 
bed is that of passive postural exercises which 
allow intermittent filling and emptying of 
capillaries, venules and probably of arterioles. 
There is not much conclusive objective evi- 
dence that the circulation is improved, al- 
though the cutaneous temperature and oscillo- 
metric index may be increased. 


Intermittent Venous Compression.—Reports 
of value differ greatly, varying from those 
indicating that the method has no value what- 
ever to those indicating remarkable improve- 
ment in the status of patients who have 
chronic occlusive arterial diseases. By using 
either a specially constructed machine or an 
ordinary blood pressure cuff manually, the 
limb is compressed for two minutes and then 
the pressure is released for two minutes. Pa- 
tients who have open lesions are treated con- 
tinuously day and night, and the cuff is in- 
flated to from 30 to 40 mm. of mercury. After 
three days, treatment is reduced to from 
eight to ten hours daily. Patients who have 
no open lesions are treated continuously, pres- 
sures as high as from 60 to 80 mm. of mer- 
cury being used. Compression and release 
alternate for several hours daily. The treat- 
ment is based on the observation that hyper- 
emia follows release of venous compression. 
There is some (but inconclusive) evidence of 
increased blood flow. The supporters of the 
method believe that treatment carried out for 
many hours produces persistent increases in 
cireuiation in contrast to the transient hy- 
peremia which follows simple release of venous 
compression. 


Intermittent Arterial Compression.—Thiele 
described a method of compressing the ar- 
teries to an extremity by means of an ordi- 
nary sphygmomanometer. The pressure in 
the cuff is maintained above the systolic blood 
pressure for five, ten or fifteen minute periods 
and is then rapidly deflated for ten or fifteen 
minutes before reinflation. According to 
Thiele, such manipulation causes hyperemia. 
The cycle of inflation-deflation is repeated 
from five to eight times during one course of 
treatment. 


Diathermy.—Bennett and others have em- 
phasized the effectiveness of short wave dia- 
thermy in producing peripheral vasodilatation. 
Application is made to the lumbar region by 
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means of a cable or by applying one pad to 
the lumbar region and the other to the lower 
portion of the abdomen or to a thigh. In the 
presence of chronic occlusive arterial diseases 
the cutaneous temperature begins to increase 
in about fifteen to twenty minutes and reaches 
a maximum in, roughly, a similar period of 
time. When diathermy is discontinued, the 
cutaneous temperature of the toes of a patient 
clad with only a sheet decreases in about 
forty-five minutes to that value which had 
obtained before institution of the treatment. 
If the patient is wrapped in blankets, peri- 
pheral vasodilatation may persist for several 
hours, since the oral temperature increases 
as much as 3 degrees F. (approximately 2 de- 
grees C.) and this fever persists for some 
time, provoking peripheral vasodilatation. Ex- 
tensive observations have not yet been made 
on the relief of pain and clinical improve- 
ment. It is unfortunate that the vasodilation 
induced by short wave diathermy persists so 
briefly, but it is no more illogical to assume 
that permanent vasodilatation may result from 
this form of treatment than it is to assume 
that permanent vasodilatation may result 
from intermittent venous or arterial compres- 
sion or from intermittent suction and pres- 
sure. Diathermy has a contrasting advantage 
over many other forms of treatment in that 
it obviously produces an increase in the flow 
of blood. 

When one reads of the results of various 
methods of treatment for chronic occlusive 
arterial diseases, two things are impressive. 
The reported results are surprisingly good 
and the reported results of one particular 
method of treatment duplicate surprisingly 
the reported results of other methods of treat- 
ment. This correlation can be explained in 
several ways. Perhaps the results are as good 
as reported because of specific methods of 
treatment and perhaps the surprising corre- 
lation of good results of individual methods 
of treatment is due to the fact that only a 
certain percentage of patients can be benefited. 
Perhaps also there is too much enthusiasm on 
the part of the investigator who reports good 
results either because he has a definite pride 
in the method which he has originated or 
because he is not sufficiently experienced to 
exercise cautious judgment. This would ap- 
pear to be definitely true when other students 
cannot confirm the good results of a specific 
method of treatment. 

The number of reported cures for chronic 
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occlusive arterial diseases indicates that the 
field of vascular diseases has come of age. 
It is now almost on a par with gastro-enter- 
ology, for example, since there are, similarly, 
many “cures” for duodenal ulcer. It is well 
to emphasize that almost all the good reports 
of treatment of thrombo-angiitis obliterans 
are based on clinical results, a shaky founda- 
tion at best when numerous factors must be 
considered. 


Temperature-Controlled Healing of 
Experimental Fractures 


Kellogg Speed, M.D., and Egbert H. Fell, M.D., 
Chicago, Illinois. 
XXI:4:1005, October 1939. 


These authors believe that by controlling 
the temperature of a fractured limb buried 
in the warm peritoneal cavity, it would be 
possible to compare the healing power and the 
callus formation of this limb with a homo- 
logous limb fractured and kept outside. Con- 
sequently the object of their experiments was 
to observe by clinical, roentgenographic and 
histological examinations the differences that 
might take place in the fracture areas of two 
groups of young guinea pigs, weighing 450 
to 480 grams, the fractures to be produced as 
nearly as possible in the same manner and 
position in the foreleg of each animal. 

Of sixteen forelegs fractured and left out- 
side the abdomen, nine showed clinically firm 
union at the end of from fourteen to twenty- 
one days; five of the forelegs presented union 
which was not firm and two showed nonunion. 

We observed that in the group of experi- 
mental fractures the buried forelegs were 
slightly movable and were heated nearly to 
intra-abdominal temperature. In the group 
of control fractures, the unburied fcerelegs 
were also held quietly and partially flexed and 
were not used by the animals to bear weight. 
The increased temperature of the bone, de- 
pendent upon the amount of muscle activity in 
the limb, they considered about equal in both 
buried and unburied legs. The cellular ele- 
ments of the bone marrow were increased in 
the fractured benes inserted into the abdomen 
in contrast to the fractured extremities left 
out of the abdomen. This, it is believed, is evi- 
dence that there was an increase in the tem- 
perature of the fractured extremities within 
the abdominal cavity which was not exhibited 
in the unburied fractured forelegs. It may be 
that this increased temperature, conveyed to 
the fractured legs which were maintained 
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within the abdomen, contributed to the pro 
duction of a firmer union, although this union 
was obtained in the face of greater deformity 
and with as much local motion at the fracture 
site as in the unburied legs. The specimens 
obtained from the buried legs exhibited a legs 
bulky callus, more mature bony callus, and 
much less fibrous and cartilaginous callus than 
did the unburied legs that were not subjected 
to this increase in temperature. Bony union 
took place more readily, as evidenced by roent- 
genographic and histological studies, in the 
group in which the fractured extremities were 
maintained within the abdomen for the dura- 
tion of the experiments. 


The Diagnosis and Management of Chronic 
Obliterative Vascular Disease 


Leland S. McKittrick, M.D., Boston. In J. A 
M. A., 113:13:1223, Sept. 23, 1939. 


Principles of and Results After Treatment 


It is not within the limits of this discussion 
to go into the detail of or the reasons for the 
various therapeutic procedures used in the 
management of these cases. We can only 
refer to certain of the fundamental principles 
of treatment common to all forms of the dis- 
ease, point out important variations in the 
response of the three different conditions al- 
ready described and to the treatment avail- 
able and emphasize the importance of carry- 
ing out certain procedures with a minimum 
of delay and with a maximum of care. 

All patients entering the hospital for treat- 
ment are given: 

1. Bed rest. Sufficient medication is 
given to control pain. It is important that 
the resting position of the involved foot is 
such that the foot is not blanched (Buerger’s 
angle of circulatory sufficiency). Heat is 
avoided because of the inability of the circula- 
tion to respond to the increased demand for 
oxygen. 

2. Careful hygiene. Careful examination 
of the feet is made for any evidence of epider- 
mophytosis and, if it is present, active treat 
ment is undertaken. In diabetic patients par- 
ticularly, meticulous care must be given to the 
back. 

8. General supportive measures, such 4 
iron for anemia, and a well balanced diet with 
adequate vitamin intake. Smoking is prohib- 
ited for patients with thrombo-angiitis obli- 
terans, but only in isolated instances for p& 
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tients whose process is due to anteriosclerosis 
with or without diabetes. 

4. Buerger’s postural exercises as modified 
by Allen, unless contraindicated by lymphan- 
giitis or spreading infection. 

5. Intermittent venous hyperemia based on 
the earlier work of Bier, later confirmed by 
Lewis and Grant, and recently introduced by 
Collens and Wilensky is a practical method 
for the treatment of peripheral vascular 
disease. 

McKittrick states that a review of the rec- 
ords of 112 patients with thrombo-angiitis 
obliterans and 176 patients with arterioscler- 
otic gangrene under care of the Peripheral 
Vascular Clinic at the Massachusetts General 
Hospital, and 565 patients with diabetic gan- 
grene under care at the New England Deacon- 
ess Hospital suggest that: 

1. Thrombo-angiitis obliterans is a dis- 
ease of young and middle-aged men with 
symptoms of years’ duration. 

2. It is rarely seen in women. 

3. Calcium deposits in arteries are only 
rarely demonstrated by x-ray examination and 
when present are slight in amount. 

4. Certain cases in men between the ages 
of 40 and 55 may be indistinguishable clin- 
ically from cases of gangrene due to arterio- 
sclerosis. 

5. In spite of improvements in manage- 
ment of these cases, 30 per cent of our cases 
have come to major amputation. 

6. Twenty per cent of sixty-six proved 
cases of arteriosclerotic gangrene failed to 
show calcium deposits in the arteries of the 
legs by x-ray examination. 

7. Sixty-three per cent of 176 patients 
treated with a diagnosis of arteriosclerotic 
gangrene came to amputation through or 
above the lower part of the leg. 

8. Early and adequate treatment of dia- 
betic gangrene is of great importance. 


Short Wave Diathermy in Treatment of 
Nasal Sinusitis 
A. R. Hollender, M.D. In Arch. Otolaryn., 

30:5:749, November 1939. 

Short wave diathermy is not a panacea, and 
only in a few instances has it produced favor- 
able results without the additional use of 
other measures. The tendency to employ dia- 
thermy alone in the treatment of nasal sinusi- 
tis is objectionable. Furthermore, its use 
without an exact diagnosis having been made, 
as is often the case with certain practition- 
ers, is likely to place this valuable agent in the 
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category of unscientific procedures. When a 
pathologic process is such that it obviously 
can be eradicated only by operation, precious 
time will be lost in seeking to obtain relief 
from nonsurgical therapy. 

The proper selection of cases is one of the 
primary requisites for the scientific utiliza- 
tion of short wave diathermy as a therapeutic 
adjuvant. It is essential to differentiate the 
various types of sinus disease, and for this 
purpose every clinical and laboratory means 
should be resorted to in order to assure a cor- 
rect diagnosis. 

The studies demonstrate three important 
facts in connection with the use of short wave 
diathermy in treatment of acute and chronic 
sinusitis. 

1. Short wave diathermy is not in itself 
sufficiently effective in treatment of acute 
sinusitis to be employed to the exclusion of 
other recognized therapeutic procedures. 


2. Short wave diathermy is not a curative 
method of treatment of chronic sinusitis, 
when used either alone or in combination with 
other nonsurgical measures. 

3. Short wave diathermy is an effective aid 
to indicated accepted procedures in cases of 
acute sinusitis, hastening the abatement of 
symptoms and shortening the course of the 
disease, 


Prevention of Foot Deformities in Children 


Margaret Emslie, M.B.Aberd. In Lancet, 
CCXXXVII :6068 :1260, December 16, 1939. 


This deformity is not found in young chil- 
dren who have not worn shoes and walked. It 
is never a deviation inwards—that is, an ex- 
aggeration of the natural trend of the toe in 
some young infants—but is always a deflec- 
tion outwards of the terminal part of the toe 
noticeable along its inner border. It is often 
accompanied by ingrowing of the great toe- 
nail along its medial edge and by bruising or 
blistering of the soft tissues of the toe at the 
medial side of the tip. No comparable de- 
formity is found in the hand, though the pull 
of tendons on the end of the fingers roughly 
corresponds. Nor could outward deviation of 
this phalanx only be produced by the body- 
weight, since this impinges on the toe along 
the metatarsal shaft in an inward, forward, 
and downward direction. 

An obvious cause for deflection of the ter- 
minal phalanx of the great toe in the child 
from its second year onwards would be a shoe 
designed without regard to the fact that in 
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children the great toe is longer—that is, pro- 
jects farther forward—than its fellows and 
in many children diverges from its fellows, 
its inner border lying medial to the inner 
border of the foot. This divergence (which 
must not be confused with a varus deform- 
ity) often exists and when present should 
be taken into consideration, because in all feet 
the integrity of function of the great toe is a 
prerequisite of proper walking. Sometimes 
the great toe is a full half-inch longer than 
the second or outer toes. 

Other deformities associated with valgus 
displacement of the hallux. When the termi- 
nal phalanx of the hallux is forced out it can 
do one of three things: 


(1) Displace the second and adjacent toes 
bodily so that distortion of their axes be- 
comes evident, the fourth and fifth becoming 
incurved or incurled—that is, incurved and 
flexed—to compensate, for the shoe limits 
lateral displacement. 

(2) Underlap the second toe so that this 
rises and becomes perched on top of the first 
and third toes (incipient hammer toe). Corns 
are seen on the summit of the interphalangeal 
joint even at this stage in some instances, but 
whether flexion becomes acute and the toe-pad 
eventually enlarged and hammer-like seems to 
depend largely on the length of the second toe 
relative to the first and third toes. If the sec- 
ond toe is short, it may remain elevated but 
unbent; if long, the tendency to flexion be- 
comes aggravated, and the secondary lesions 
associated with hammertoe are set in train. 

(3) Overlap the second toe—a much less 
common happening owing doubtless to the fact 
that shoes which displace the hallux because 
of the shortness as well as roundness often 
must press also on the end of the second toe. 


Prevention of Deformities 


The following are the essentials in shoe 
structure to avoid deformity: 


1. Correct shape corresponding to the out- 
line of the child’s foot (the anatomical dispo- 
sition of the child’s big toe being remem- 
bered). 

2. Correct length avoiding any pressure 
on the tip of the toes by the end of the shoe. 
This means an allowance for clearance and 
room for growth. 


8. Correct width corresponding to the ac- 
tual width of the child’s foot (which varies 
considerably) and maintaining the correct pro- 
portions in this respect between heel and toes. 
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4. Correct depth and blocking to allow the 
thickness of the child’s foot. 

5. Correct axis corresponding to the ana- 
tomical axis of the child’s foot, or, if anything, 
allowing for an exaggeration of the natural 
inward trend to permit of the free adduction 
that takes place in tripping and rurning. 

6. Flexibility of the sole to allow full use 
of all the intermediate joints of the foot. 

7. A solid fastening to keep the foot firmly 
and squarely set within the shoe. 

8. Socks which in shape, length, and room- 
iness correspond to the proportions of the 
child’s foot (of pairs made with right and left 
to correspond to the shape of the two feet, or 
the Japanese device of a separate compart- 
ment for the big toe. 

Finally, in all cases and at all times, the 
use of shoes should be avoided in childhood 
whenever possible to preserve the natural 
functions of the feet and to escape the trau- 
mata which ill-chosen shoes can so easily pro- 
duce and translate into visible deformities. If 
children’s feet could be preserved intact and 
made strong and worthy, much labor and 
suffering would be avoided in later life, and 
much added efficiency would be given to the 
nation, with the disappearance of these dis- 
abilities that keep the foot clinics multiplying 
and crowded out today. 


Short Wave Diathermy 


Commander John P. Owen, Medical Corps, 
United States Navy. In U. S. Naval Med. 
Bul. XXXVII, 4:618, October 1939. 

It was noted that many of our arthritic 
patients showed gradual improvement, sub- 
jectively. Certainly short wave diathermy is 
an invaluable aid in the case of these unfortu- 
nate individuals, but this form of treatment 
is not a cure for arthritis. Destroyed carti- 
lage does not regenerate and “hawk-bill” 
spurs do not vanish after one or any number 
of these treatments. This is confirmed by 
x-ray films before and after treatment. 

Short wave diathermy is used in the treat- 
ment of prostatitis only as an aid to the urolo- 
gist in his routine procedure. 

While we are searching for the cause, short 
wave diathermy is ideal symptomatic treat- 
ment for low back pain. Relief from pain by 
these treatments will be greatly appreciated 
by the patient and also eliminates the only in- 
dication we have for the administration of 4 
sedative. 

Undoubtedly short wave diathermy is a val- 
uable aid to the nose and throat specialist in 
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the treatment of sinus infections. Probably 
many useless sinus operations could be avoided 
by this conservative procedure. 

Patients suffering from myositis, bursitis, 
contusion, neuritis, torticollis, lumbago 
(chronic hypertrophic arthritis), and pleu- 
risy are very grateful for the relief of pain. 
Any procedure that will relieve pain without 
the administration of narcotics should be used 
more frequently. 

In his summary Owen states: 

1.. Short wave diathermy is probably the 
most satisfactory method of applying heat 
when penetrating heat is indicated. 

2. It should be used when indicated for 
the relief of pain. 

8. It is not the treatment of choice for 
carbuncles, furuncles or erysipelas. 

4. It is not a cure-all for innumerable dis- 
eases and the indications for its use should 
be recognized by a qualified physician. 

5. There has been no difference observed 
in the clinical results when using 6- or 18- 
meter wave lengths. 


Experimental Studies on the Causes and 
Prevention of Iontophoretic Burns 
H. Molitor, M.D. and L. Fernandez. In Amer. 
J. Med. Sciences, 198 :6:778, December 1939. 


Summary 

1. Galvanic burns probably are caused by 
electrolytic changes within the tissues and 
not by the generation of heat or sparking be- 
tween the electrode and the body. 

2. These electrolytic changes result from 
extreme current densities due to excessive 
milliamperage or uneven conductivity over the 
electrode area (electrode metal touching body, 
insufficient thickness of padding, or existing 
skin defects). 

8. The accumulation of caustics formed in 
the electrode is insufficient to produce burns, 
as shown by the application of hydrochloric 
acid or sodium hydroxide one hundred times 
as concentrated as found in the electrode pad- 
ding. 

4. The pH of the subcutaneous tissues un- 
der the anode or cathode shifts during ionto- 
phoresis toward the acid and alkaline side re- 
spectively. 

5. The sensitivity of various parts of the 
human body to galvanic stimulation is practi- 
cally uniform. 

6. The ratio between the galvanic currents 
required to produce pain and burns was found 
to be approximately 3:4. 

7. The safe current density varies with 
the size of electrodes. 
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Effect of Heat and Cold on Hemorrhage 


S. Brandon Stoker, F.R.C.S. Ed. In Brit. 
Med. J., December 16, 1939. 


By a series of experiments, performed as a 
preliminary to other work on blood-coagula- 
tion time, it was shown that heat shortened 
bleeding time, but cold greatly prolonged it. 

When blood flows through a wound the sub- 
sequent specimens obtained have a gradually 
shortening clotting time. This shortening is 
considerable when the tissues are warm but 
much less so when they are cold. It seems that 
a blood-coagulating substance is formed in in- 
creasing quantity by the tissues after a wound 
is made and that heat accelerates its produc- 
tion. If the rate of flow of a single blood 
specimen is increased, less of the coagulant 
will be mixed with it, and we see that it has 
a longer clotting time than the specimens 
taken before and after it. A decrease in the 
rate of flow shortens the clotting time. It 
is to be noted that the rate of flow of first 
specimens taken from wounds does not affect 
the clotting time. Similarly, when tissues are 
cold and less of the coagulant is being formed, 
specimens are little affected by the rate of 
flow. The effect of heat and cold on bleeding 
time corresponds to that on clotting time. In 
the subjects used for these experiments the 
bleeding time was always greatly prolonged 
by the application of cold. 

As bleeding is controlled by plugging the 
damaged vessels with blood clot, the aim of 
treatment ought to be directed to this end. 
Heat is obviously the means to attain this 
rather than cold, which merely narrows the 
vessels without accelerating the plugging 
process. It is noticed by many men, when 
it is pointed out to them, that they bleed from 
a shaving cut much longer on a cold winter 
day than on a warm summer day. 


The Painful Shoulder 


Philip D. Wilson, M.D. In Brit. Med. J., 
Dec. 30, 1939. 


The more common lesions involving the 
subacromial bursa are the following: (1) 
calcareous deposits (calcifying tendinitis) ; 
(2) periarticular adhesions (tendinitis); (3) 
rupture of supraspinatus tendon. 

Whether or not the deposit gives rise to 
painful symptoms would seem to depend upon 
its having enlarged sufficiently to approach 
the tissue layer beneath the bursal wall, 
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which, being richly supplied with vessels and 
nerves, is capable of reacting in the usual 
inflammatory manner and of transmitting 
painful stimuli. Inflammatory reaction may 
result in absorption of the deposit, or in cer- 
tain instances the material actually may rup- 
ture into the bursal cavity, where it sets up 
an intense but usually short-live inflamma- 
tion, finally resulting in absorption. When 
the deposit lies deep in the tendinous struc- 
ture it causes no symptoms. As it enlarges 
the overlying tissues become thinned and it 
causes localized hyperemia or swelling. At 
this stage the patient will begin to complain 
of a painful catch in the shoulder on certain 
movements, usually those of abduction and 
external rotation, in which the painful area is 
compressed between the greater tuberosity 
and the acromion process. Other motions are 
free and painless. X-ray examination usu- 
ally will reveal a small, rather discrete cal- 
careous deposit, lying as a rule in the region 
of the supraspinatus tendon close to the 
greater tuberosity, but it is to be emphasized 
that there is more variation in the anatomic 
location than generally supposed. This is the 
subacute stage, and it may persist for many 
months with slight, if any, change. 

Formerly the only alternatives in the 
treatment of calcifying tendinitis were rest 
and physical therapy or surgical excision. Of 
the various physical agencies that have been 
tried the most benefit has been obtained from 
properly administered diathermy. I have seen 
demonstrated many cases in which complete 
relief of symptoms and disappearance of the 
deposits upon x-ray examination had followed 
promptly after a series of such treatments 
(Titus, 1929). In contrast, I have seen simi- 
lar cases in which no improvement was ob- 
tained by this method. I have also observed 
patients in whom the symptoms vere relieved 
and the deposits disappeared without any 
treatment other than rest. I am unable as 
yet, therefore, to accept the claims of benefit 
from diathermy as fully proved. 

In discussing the subject of primary ad- 
hesive tendinitis Codman maintains that it is 
a self-limited disease and that all cases finally 
recover, with or without treatment. He is 
inclined to explain this to the patient and to 
leave the decision. to him as to whether or 
not he will undertake treatment. While it is 
probably true that many of the patients even- 
tually will recover without treatment, I do 
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not share Codman’s confidence that this in- 
variably will be the case. Even if it were so, 
the length of time required would be too great 
in view of the amount of pain many of the 
patients suffer. My own procedure is to 
begin with physical therapy, consisting of 
local heat, massage and pendulum exercises, 
If night pain is severe the arm is immobilized 
with a sling and circular body bandage when 
the patient is in bed. During the day active 
use with the arm at the side is encouraged, 


but motoring, lifting and participation in ™ 


sports are banned. If after a trial period 
of about two weeks no improvement of mo 
tion or diminution of pain has been noted, 
some other procedure should be adopted. This 
usually means a choice between manipulation 
under anesthesia or recumbent treatment with 
the arm suspended in abduction. Manipula- 
tion has given good results in my hands and 
has not resulted in complications, although I 
have seen cases of others in which the shoul- 
der had been dislocated. During the manipu- 
lation the adhesions should be completely 
freed and massage and exercises should be 
started immediately. I do not favor the use 
of a splint, but I make it a rule to keep the 
patient recumbent in order that abduction 
exercises may be performed without the 
counter-effect of gravity. 


The Effect of Various Conditions Upon the 
Rate of Atrophy in Denervated Muscle 


H. M. Hines and G. C. Knowlton. In Amer. J. 
Physiology, 128:1:97, December 1, 1939. 
Studies were made concerning the effect of 

various conditions upon the rate of atrophy in 

the denervated gastrocnemius muscle of the 
rat. 


The administration of acetyl choline and a 
hypercalcemia induced by parathyroid extract 


were without influence upon the weight loss 
from denervated muscle. It was found that 
the rate of atrophy due to tenotomy was some- 


what slower than that due to denervation. A 
combination of denervation and tenotomy re 


sulted in a rate of atrophy equal to denerva- 
tion alone. 


It is concluded that tension and activity 
elicited by artificial means cannot be substi- 
tuted for the neurotrophic effects resulting 
from the natural activation of muscle by 
nerve. 





Passive extension and electrical 
stimulation did not affect the rate of atrophy. 
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The Effects of Growth and Atrophy Upon 
the Strength of Skeletal Muscle 


G. C. Knowlton and H. M. Hines. In Amer. 
J. Physiol. 128:3:521, February 1, 1940. 


In these experiments, concerned with the 
effects of growth and atrophy upon the 
strength of the rats’ intact gastrocnemius 
muscle, four general conditions were studied: 
1, growth; 2, denervation atrophy; 3, fasting 
atrophy, and 4, atrophy following tenotomy. 

It was found that in the normal rat the full 
strength of the contractile mechanism per 
unit size was realized at about 90 days of age. 

Weight loss in denervation atrophy was 
found to proceed to about twenty per cent 
without loss of strength per unit muscle-cell 
phase. Following this a progressive and se- 
vere loss in the strength of the remaining 
muscle-cell phase occurred. 

Fasting atrophy was accompanied by no loss 
of strength in the remaining muscle-cell 
phase. 

Atrophy following tenotomy was accom- 
panied by a severe impairment of the con- 
tractile strength of the muscles. This change 
was found to be reversible following spon- 
taneous tendon repair. 

From this it appears that a major factor 
in developing and maintaining the contractile 
strength of the muscle is the physiologic 
stretch produced by the attachment of the 
muscle to the bony skeleton, this being en- 
hanced by the postural and gross-movement 
reflexes. 


The Dangers of Electropyrexia 


Clarence A. Neymann and S. L. Osborne. In 
Med. Record, 150:12:423, December 1939. 


We have witnessed three deaths. The first 
was the result of poor technic in the use of 
a hot bath, itself a dangerous type of pyreto- 
therapy. The second fatality resulted because 
a general paretic developed a series of con- 
vulsions during treatment. The third death— 
that of a patient with advanced multiple 
sclerosis and consequently massive tremors— 
can be charged to poor clinical judgment. Far 
advanced cases of multiple sclerosis definitely 
should not be treated with pyretotherapy. All 
in all we have supervised over ten thousand 
treatments with one unavoidable fatality. The 
inherent mortality of electropyrexia is there- 
fore minimal and approximately comparable 
to the risk ordinarily encountered in general 
anesthesia. 

The best continuous check on the patient’s 
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temperature is obtained by the use of an 
electric pyrometer. These instruments, how- 
ever, cannot be used during the induction pe- 
riod since electric and magnetic fields affect 
them. Electric thermometers are sensitive 
instruments and must not be abused. 

If prolonged treatment has exhausted the 
cardiovascular reserve the temperature may 
rise suddenly without warning or after cer- 
tain prodromal signs. These are a blanching 
of the skin of the circumorbital region, a 
gradual decrease in perspiration, especially 
of the skin of the extremities, and a relative 
cooling of these parts of the body. 

Undoubtedly the greatest predilection for 
the development of heat stroke lies in a dis- 
turbance of skin function. Even a partial up- 
set of its vital mechanisms inevitably will 
lead to a serious exhaustion of the cardio- 
vascular reserve and ‘eventually may cause 
death. 

The widely advertised chimera that there 
is a great difference between the physiolog- 
ical effects of various external heating de- 
vices is not justified by experience or experi- 
mental investigation. All fever machines 
depending upon the primary overheating of 
practically the entire skin and its capillary 
bed and the secondary transfer of this energy 
to the internal organs reverse the natural 
physiological thermal gradients of the body. 

It makes no difference whatsoever if the 
air of such machines contains a small or a 
large amount of humidity. The water vapor 
present in so-called air conditioned cabinets 
only produces a more efficient heating of the 
exterior because it partially nullifies the cool- 
ing effect of the perspiration vapor on the 
surface of the skin. Because this moisture 
cannot evaporate or evaporates slowly a lower 
air temperature is required to produce an 
overheating of the skin than would be neces- 
sary if air with a lower humidity content sur- 
rounded the patient. An air conditioned 
cabinet therefore is merely a hot air box con- 
structed in such a manner that water vapor 
can be added at will. 

Cabinets have been employed utilizing in- 
candescent filament lamps as the source of 
thermogenic radiation. Although greater 
penetration and consequently a little greater 
heating of the deeper superficial issues is 
obtained than with infra-red radi rs, the 
skin still is excessively heated. Pu < rates 
are high and furthermore superficia urns 
have been obtained. Hence it usually is \eces- 
sary to cover a patient with sheets in a fever 
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cabinet equipped with luminous lamps in 
order to prevent burns. 

All high frequency machines now in use 
heat the surface somewhat more than the 
depths. External heating machines, however, 
heat only the surface. High frequency ma- 
chines usually heat only a part of the thorax 
and abdomen. External heating machines 
heat every part of the body surface except the 
head, thus destroying the natural safety valve 
which allows the capillaries of the extremities 
to expand and take up any sudden excess heat. 
The lower the frequency and the longer the 
wavelength the more surface heating will be 
present. This leads us to a consideration of 
the second most troublesome and serious dan- 
ger of artificial fever produced by physical 
means, namely—burns. 

At present every modality used for induc- 
ing artificial fever by physical agents may 
cause burns whenever an improper applica- 
tion of the method is made. 


Effect of Exercise on the Blood Flow in the 
Superior Mesenteric, Renal and Common 
Iliac Arteries 


J. F. Herrick, John H. Grindlay, Edward J. 
Baldes, and Frank C. Mann. In Amer. J. 
Physiol., 128:2:338, January 1, 1940. 


The blood flow in the common iliac artery 
is increased markedly during exercise. The 
blood flow in the superior mesenteric and 
renal arteries is not decreased during exer- 
cise. With few exceptions, there was either 
no significant change or a definite increase in 
the blood flow in the renal artery and the 
superior mesenteric artery while the dog was 
running on the treadmill (either horizontal 
or elevated about 15 degrees) at the rate of 
3 miles per hour for a period ranging from 
ten to twenty minutes. In a separate study, 
exercise brought about no decrease in the flow 
in the splenic artery or in the splenic vein. 
Our observations allow vasoconstriction in 
these particular vessels because the increased 
peripheral resistance may be counterbalanced 
by the increased blood pressure so as to effect 
no significant change in volume flow or an 
actual increase. 

The indirect evidence which led investiga- 
tors to conclude that exercise brings about a 
decrease of the blood flow to the kidneys and 
the spleen as well as of that in the superior 
mesenteric artery is discussed. 


Tue PHYSIOTHERAPY REVIEW 


Vor. 20, No.2 


The Treatment of Insomnia 


Louis J. Karnosh, M.D. J. A. M. A., 113:14& 
1322, September 30, 1939. ' 
Muscular relaxation is an essential precon. 


dition of sleep and was particularly empha 
sized by Kleitman. In the nervous perso 
with insomnia, this is often as difficult § 
attain as is sleep itself. The only radic 
method for inducing bodily relaxation is th 
relief of the anxiety, but there are useful a¢ 
juvants. A good bed and a quiet room ob 
viously are important. The bath is useful i 
reducing muscle tone but is not uniformly 
helpful. From fifteen to twenty minutes ing 
tub of water which is just cool to the toud 
is recommended if it does not upset the pe 
ient. Hot baths and massage are of question 
able value. 


The Management of Chronic Pelvic 
Infections 


George H. Gardner, M.D. In Surgery, Gyne 
cology and Obstetrics, Feb. 15, 1940. 
Although pelvic infections still occupy @ 


extremely important position among gynect 
logical problems, tubal disease is a less fre 
quent indication for surgery nowadays. Th 
chief factors responsible for this decrease am 
less gonorrhea in women and an almost un 
versal adoption of nonoperative management 
for acute salpingitis. 

Acute salpingitis should not be a surgial 
problem because the disease usually is self 
limited. The period of morbidity is shorte 
with conservative management; furthermor 
acutely inflamed structures are more likely & 
rehabilitate themselves if they are not mutt 
lated by operative trauma. 

We are delighted with recent additions # 
the older methods of conservative treatment 
for acute tubal disease. Sulfanilamide ha 
found one of its chief fields of usefulness i 
the treatment of acute gonorrhea and in th 
management of postabortive and puerperal 
infections. We are also enthusiastic about pe 
vic heat therapy as an aid in hastening rest 
lution of subacutely inflamed pelvic strut 
tures; my personal experience is limited to th 
Elliott apparatus and to diathermy. 

Relatively few women with acute gonor 
rheal salpingitis, postabortive infections, ané 
puerperal sepsis ultimately require surgefy 
for the correction of the residues of the acult 
inflammation. 
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Ultraviolet Irradiation and Vitamin C 
Metabolism 
Claus W. Jungeblut, M.D., and Rose R. Feiner, 
M.A. In J. Lab. and Clin. Med., 25:3: 
263, December 1939. 


We have been particularly interested in the 
relationship that seems to exist between vita- 
min C metabolism and the effect of ultravio- 
let light in the production of disease, when 
irradiation transcends the threshold of 
physiologic stimulation. Clinical experience 
has amply demonstrated the potential danger 
of excessive doses of ultraviolet light in the 
production of critical changes in capillary 
fragility which may be instrumental in caus- 
ing hemorrhage in vitamin C deficient pa- 
tients suffering from pulmonary tuberculosis 
or gastric ulcers. But apart from such acci- 
dents, light damage may possibly play a more 
fundamental part in the pathogenesis of cer- 
tain infectious diseases that reach an unex- 
plained seasonal peak of epidemicity during 
the summer months. Thus, the coincidence of 
sunburn following unrestrained exposure at 
beaches and swimming pools and the occur- 
rence of cases of poliomyelitis are so frequent 
and almost pathognomonic that some epi- 
demiologists have seized upon this sequence as 
indicating the water-borne nature of polio- 
myelitic infection; in doing so, the obvious 
fact was overlooked that the individuals 
bathed not only in the water but also in the 
sun. The suspected correlation becomes even 
more compelling when one contrasts the rarity 
of the disease in southern climes, where the 
even presence of radiation throughout the 
year provides for a protective tanning with 
its massed incidence in northern latitudes in 
which the full force of summer sunlight must 
be born by an unprepared skin. Conceivably, 
the apparent racial difference in natural re- 
sistance to poliomyelitis that separates the 
highly susceptible white races from the rela- 
tively less susceptible colored races (black and 
yellow), may in some measure be related to 
the abundance of pigment in the skin of the 
latter, acting as a protection against the hypo- 
thetical photodynamic injury. 


Discussion 


The experimental data presented in this 
paper demonstrate that prolonged ultraviolet 
irradiation of albine guinea pigs, rabbits and 
monkeys, fails to bring about any change in 
the tissue levels of vitamin C as it also proves 
singularly ineffective in inducing an erythema 
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on the shaven skin of the rayed animals. How- 
ever, when a superficial burn is produced on 
the skin of guinea pigs by the local applica- 
tion of heat, a more or less marked diminu- 
tion of the vitamin C stores occurs in all the 
organs tested. The latter observation is in 
complete harmony with similar findings of 
Einhauser. It is possible that toxic, hista- 
mine-like substances, which have an adverse 
effect on adrenal function, originate from the 
burned tissue and require large amounts of 
vitamin C for their detoxification, a process 
which may be analogous to the well-known de- 
pletion of vitamin C following the necrotiz- 
ing action of diphtheria toxin. The fact that 
ultraviolet irradiation, without inducing visi- 
ble tissue damage in laboratory animals, also 
leaves the vitamin C stores intact is of par- 
ticular interest in view of Wright’s observa- 
tion that evidence of disturbed vitamin C 
metabolism occurred only in one individual 
who showed definite intolerance to ultraviolet 
light exposure. Evidently, a mechanism oper- 
ates in some individuals which protects tis- 
sues against damage and preserves the vita- 
min C reserves in the tissues; vice versa, the 
absence of such a protective mechanism in 
other individuals, or its breakdown by over- 
dosage of light, may initiate a derangement 
of vitamin C metabolism. This, in turn, may 
assume significance as a contributing factor 
in the lowering of natural resistance against 
certain infectious diseases. 


Rehabilitation of the Physically 
Handicapped 
Henry H. Kessler, M.D., Ph.D., Newark, New 
Jersey. In Southern Surgeon, 9:1:34, Jan. 
1940. 


The crippled and disabled have become a 
serious social problem. Society is uninformed 
of the productive possibilities of these in- 
dividuals and how, under proper limitations, 
they are capable of wide and prolonged useful- 
ness. As a result of false concepts of capacity 
to work, as well as psychologic prejudices, 
there have been developed social attitudes and 
legal limitations which seriously handicap the 
disabled in an effort to earn a livelihood. 

Already forty-eight states have established 
official agencies for the purpose of assisting 
the handicapped in their task of earning a 
livelihood, thus removing the burden of re- 
lief or support from the state or the munici- 
pality. 

How do these physically disabled persons 
manage to make their physiologic adjust- 
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ments? How do they accommodate them- 
selves to the unusual demands made by dis- 
ease or by congenital or acquired defects? The 
answer will depend upon the presence of hu- 
man safety factors. 

Personality maladjustment plays an even 
more important role in the causation of inca- 
pacity to work than the physical deformity; 
it may be so great as to suppress completely 
the individual. Conversely, the organic de- 
fect may act as a stimulus to overcompensa- 
tion, so as practically to eliminate the phy- 
sical defect from consideration. 

The first step in any plan of rehabilitation 
is physical restoration. By this we mean a 
complete plan of medical and surgical treat- 
ment including diagnosis and the use of all 
the scientific methods to improve the individ- 
ual to the point where he can take his place 
with the so-called normal individual. 

The second step is that of vocational gui- 
dance and training. 

Every effort should be made to discover 
whether the maximum physical restoration 
has been obtained, even though the disability 
is of long standing. This may be accom- 
plished in three ways: (1) by surgery, (2) by 
functional reeducation, and (3) by prosthesis. 

Rehabilitation Surgery. Through the use 
of well-recognized orthopedic operations, phy- 
sical disability may be reduced and function 
eahanced. In considering any surgical plan 
the objective always must be the ultimate res- 
toration of the individual to a job. The op- 
eration, therefore, may be designed for spe- 
cific ends or only for local improvement. 

Functional Reeducation. In many cases it 
may be necessary to complete the entire plan 
of physical rehabilitation before vocational 
training or employment becomes feasible. A 
tailor, for example, who sustains an infection 
in his hand, leaving a disabling stiffness in 
the hand and fingers, often must reconstruct 
his social and industrial life. Two courses 
may be open to him, depending upon the ex- 
tent and severity of the disability. After his 
distharge by the physician, he may seek em- 
ployment at a very much reduced earning 
capacity, necessitating a readjustment to a 
lower standard of living. On the other hand, 
he may find it more advisable to obtain fur- 
ther medical aid with a view to improving 
the physical condition of his hand. By a 
course of intensive after-treatment, followed 
by the development of the remaining physiol- 
ogic functions of the hand, the disabled per- 
son may find it possible to return to his for- 
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mer vocation and employment. This always 
should be the primary goal of the rehabilita- 
tion service. 


Occupational Therapy. There is no better 
means of achieving this latter objective than 
through occupational therapy. In addition to 
massage, splinting and mechanical treatment, 
maximum functional restoration of an injured 
part can be obtained through systematic and 
active use. In addition to the improvement 
of physical disabilities, psychologic attitudes 
and morale are also aided by these procedures, 
Occupational therapy received the greatest 
impetus immediately after the World War, 
It has been applied with equal success to those 
disabled in industry and civil life. Curative 
workshops have been established throughout 
the United States, a few associated with 
hospitals. 


Optimum Temperature of the Continuous 
Bath for Psychotic Patients 


Frank Dwyer, M.D., Roanoke, Va., and Perley 
M. Silver, White River Junction, Vt. Ih 
Med. Bul. Veterans’ Administration, Vol 
16, No. 3, January 1940. 


From observation of fifty cases of excited 
patients treated by means of the continuous 
bath these authors conclude: 


1. It would appear that the maximum tem 
perature of 97 F. is 1 degree too high to over 
come the apparently large amount of cerebral 
congestion already existing in extremely ex 
cited patients at the time of immersion in the 
continuous bath. 


2. It is noted that numerous manic pe 
tients perspire in a water temperature of 97 
F. and there is no lessening of the excitement. 


3. At a temperature of less than 97 F. 
this perspiring does not occur, but, despite 
the fact that this outlet of elimination is sus 
pended, improvement is noted in the patient's 
excitement. 


4. From all evidence, it appears to be if 
most cases a waste of time and energy to at 
tempt to obtain sedation by means of the con 
tinuous bath in patients suffering from e 
treme psychomotor activity. 

5. Manic patients receive quicker sedati 
results from use of the wet sheet packs 
vious to the continuous bath. ; 

6. The best results noticed in the contin 


ous bath for excited patients are obtained be 
tween the temperatures of 94 and 96 F. 
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Benefits of Exercise 


Henry G. Hadley, M.D. Arch. P. T., XX1:1:5, 
January 1940. 


1. Exercises produce the following physio- 
logic effects: increase in circulation rate 
(stroke volume x cardiac rate), to a maxi- 
mum of 34 liters per minute. This requires 
the blood to circulate 7 times each minute. 

2. Increase in lymph flow—by action of 
contracting muscles—and increase in metab- 
olites enhance the osmotic pressure. 

8. Increase in blood volume from with- 
drawal of blood from the spleen and liver and 
stimulation of the bone marrow. 

4. Increase of cardiac circulation and in- 
creased efficiency—-more complete contraction 
and emptying. Stroke output of heart in- 
creases from 100 to 200 cc. per beat. 

5. Lowered viscosity of blood from in- 
creased oxygenation and raising of the blood 
temperature. Blood is 6 per cent of body 
weight. 

6. Increased venous flow due to increased 
cardiac impulse respiratory movements, and 
muscular action. . 

7. Increased cerebral circulation due to 
increased rate of flow. 

8. Increased respiratory exchanges. The 
oxygen absorption increases from 250 cc. per 
minute to 3400 or 4000 ce. per minute. 

9. Increased oxygen consumption muscles 
7 to 10 times. The muscles are 50 per cent 
of body weight and a rapid emptying of their 
blood vessels attracts blood from the central 
organs. 

10. Increased metabolism. Metabolic dis- 
orders associated with gallbladder disease. 
Hypertension, coronary disease and diabetes 
are benefited by exercise. 


Traumatic Complications in Peripheral 


Vascular Disease 


Harry C. Oard, M.D., C. Russell Campbell, 
M.D., and Frank Dealy, M.D. In Amer. J. 
Med. Sciences, Feb. 1940. 


It is the purpose of the authors to call atten- 
tion to one practical and immediately applic- 
able aspect of prophylaxis; namely, the elim- 
ination of trauma as a factor in production of 
cpen lesions in extremities afflicted with re- 
duced circulation. 

Body temperature in the normal subject is 
mostly controlled by a delicate adjustment of 
tireulation to this large skin surface in re- 
sponse to variations of internal and environ- 
mental temperatures. This mechanism is the 
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familiar one of vasoconstriction in response 
to cold and vasodilatation in response to heat. 
Moreover, as a corollary to circulatory regu- 
lation of body temperature an efficient circula- 
tion has two other functions; in cold environ- 
ments it warms the tissues of the limbs; in 
high environmental temperatures, on the 
other hand, it acts as a cooling system for 
these parts in essentially the same manner 
as does the cooling system of an automobile 
engine. But the striking result of occlusive 
arterial disease is to produce a relatively 
rigid, nonlabile circulation. Such an impaired 
blood flow obviously cannot maintain coolness 
in relatively high temperatures and cannot 
maintain adequate warmth in low tempera- 
tures. Consequently excesses of cold or of 
heat easily handled by a normal circulation 
may be lethal to tissue of an extremity 
afflicted with a rigid circulation. Hence the 
frequency in such extremities of frost-bite 
from mild exposure to cold and of burns from 
ordinarily harmless therapeutic heat. 

Another point in regard to heat should be 
understood. Freeman has shown that tem- 
peratures above normal in the extremities in- 
crease local tissue metabolism. In other 
words, warmed tissues require increased cir- 
culation to bring more oxygen and food and 
they produce more waste products to be car- 
ried away. But a rigid circulation cannot 
meet such a demand. Consequently, heat ac- 
celerates death of tissue poorly supplied with 
blood. It is not strange, therefore, that or- 
dinary therapeutic heat, so successfully used 
for various aches and pains and for inflam- 
matory processes in normal individuals, may 
result in serious burns and rapid extension 
of necrosis when employed on patients with 
obliterative vascular disease. 

The increased vulnerability of limbs with 
deticient circulation is further increased by 
the rapid loss of function of completely or 
relatively ischemic sensory nerves. Persons 
with ischemic extremities are very apt to be 
unaware of temperature excesses which are 
producing injury. It is not unusual for pa- 
tients using hot soaks of feet and legs to re- 
lieve the pain due to limited circulation to 
sustain severe burns without experiencing the 
pain which usually occurs with such burning. 

In resume, physiologic responses to thermal 
stimuli are altered in three ways in ischemic 
limbs: the warming and cooling functions of 
the circulation are impaired; capacity to cope 
with increased metabolism of warmed or in- 
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flamed tissues is diminished; sensibility to 
painful stimuli is lessened. 

Of 32 patients from whom a satisfactory 
history was obtainable more than half of them 
had sustained one or more types of injury. 
The majority of these injuries resulted from 
some form of ill-advised therapy. 

Types of injury: 


1. Mechanical: 17 instances. 


A. Pressure. 
1. Tight shoes. 
2. Casts applied for 
“varicose veins,” etc. 
3. Pressure of heel on bed with re- 
sulting gangrene. 

B. Local operations on corns or nails. 

C. Accidental injuries such as stubbing 
toe or having it stepped on. 

2. Thermal: 16 instances. 

A. Cold. Usually exposure. Occasion- 
ally, too enthusiastic use of contrast 
baths. 

B. Hot soaks. Usually in strong solu- 
tions of Epsom salts (“as hot as you 
can stand it’’). 

C. Baking lamps and infra-red lamps. 

D. Diathermy and short wave. 

3. Chemical: 4 instances. Iodine, salicylic 
acid and phenol ointments. Vaseline gauze 
to dry gangrene. Use of strong chemicals for 
epidermaphytosis. 

Because development of open lesions on 
poorly nourished limbs entails great economic 
loss, prolonged morbidity and a high death 
rate, every effort should be made to eliminate 
trauma in patients with peripheral vascular 
disease. 


“arthritis,” 


The Boot on the Wrong Foot 


W. Sayle Creer, M.Ch.Ortho., F.R.C.S. In 
Clinical J. No. 2039, p. 470, December 1939. 


My title, “The Boot on the Wrong Foot,” 
was designed because much foot trouble is due 
to incorrectly fitting shoes and also to impress 
upon you that the treatm2it designed to cor- 
rect the obvious condition is not necessarily 
the right one. When we consider the com- 
plexity of the foot it becomes obvious that the 
many component parts must be small, and it 
is the very smallness of some of the struc- 
tures which has led to the overlooking of their 
function. 

The first point then about the importance 
of correctly fitting shoes is the question of 
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heel height. High heels mean that the meta. 
tarsals are in a more or less vertical pogj. 
tion; when walking barefooted they are very} £ 
nearly horizontal. The vertical position means} / 
that the toes are dorsiflexed at the metatar] ( 
sophalangeal joints, and from this dorsifle, | 
ion begins the chain of events which leads] @ 
collapse of the metatarsal arch, clawing of th] ti 
toes and dislocation of the metatarsophalap.| £ 
geal joints. E 

The second effect of high heels is spreading} P 
or fanning the metatarsals. Proof is gaingj] i 
by considering the advanced cases. These an} P 
the gross degrees of hallux valgus comple, 
and I go so far as to say that unless there is 
some degree of valgus of the hallux there & b 
never any metatarsal spreading. 

The third effect of high heels is insufficieg| 
stability of the support of the hind foot. Thy * 
foot “wobbles.” Excessive muscle actions) ™ 
required to control it and various aches amt “ 
pains arise because of such strain. This mie tr 
cle overtiring accounts in part or in wholefat ™ 
the flattening of the long arch which is e@ th 
dent when the patient stands in bare feet. it 

There is no sense in laying down rules fa} &% 
an ideally shaped shoe. Owing to the varie th 
tions in foot shapes it is imperative that show} 
should be made to measure, or else in a vang * 
ety of proportions. The objection to the for th 
mer is the high cost, and to the latter the ae 
of the stocks which would have to be c iy i 
If there were only a few styles and if cle 
styles lasted any length of time the size dg ™ 
the stocks carried would not matter mug 
But shoes are only fashion goods. One stk du 
may last only a month. New stytes come oly ™ 
daily. One manufacturer in England tumg ‘ 
out an average of 6.5 new styles each wé the 
for 52 weeks of the year! ula 

And it is useless to attempt to fit a tio 
mally shaped feet, whether due to con (0) 
or acquired conditions into shoes intended fm 4 
normal feet. +f fre 

The only points to be remembered are Ps 
the shoes should have the following: sul 

1. A close-fitting back part with heels M§ 
higher than 1 to 1% inch. oloy 

2. A bar, tie or strap, or some other ren 
of gripping the midfoot. mal 

3. A vamp, or forepart which cannot @§ reo 
form the toes; that is, is a little more sou 
tomically correct than the foot it is to fit. Uni 

If all shoes were made like this, most fom ert 
deformities would cease to exist. phy 
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a ESSENTIALS OF MEDICAL ELECTRIC- 
means | ITY. By Elkin P. Cumberbatch, M.A., B.M. 
‘tatar. | (Oxon.), D.M.R.E. (Camb.), F.R.C.P., Medi- 
‘siflex. | cal Officer in Charge Electrical Department 
ads | and Lecturer in Medical Electricity, St. Bar- 
of the | tholomew’s Hospital; Examiner in Medical 
halan-| Electrology, University of Cambridge, ete. 
Bighth Edition, Revised and Enlarged. Cloth. 
eading} Price, $5.00. Pp. 528, with 15 plates and 147 
gainei| illustrations. Cleveland, Ohio: The Sherwood 
ose an Press, 1939. 
»mpler, The late Doctor Cumberbatch wrote many 
naa books but none has been as popular as his 
“Essentials of Medical Electricity” which 
ficient first appeared in 1905. The following sub- 
t. The jects are discussed: the mode of action of elec- 
tion & tricity in the treatment of disease; electric 
es and currents used in medicine; sources of elec- 
is muey ‘tic supply and their utilization for obtain- 
role ft ine different currents; risk associated with 
is eve§ the use of currents derived from the main and 
feet. its prevention; the body as a conductor of 
les for electricity; the use of galvanic current in 
. varie} therapeutics; electrochemical cauterization 
at shoe (surgical electrolysis; surgical ionization) ; 
a vale galvanism; ionization; galvanic acupuncture; 
the for the low-voltage varying currents; the quick 
sinusoidal alternating current; the use of elec- 
trie currents for testing the reaction of mus- 





cle and nerve; electrical treatment of paraly- 
sis; introduction to high frequency currents 
and electrothermie methods of treatment; pro- 
duction of high frequency currents; physical 
and electrotechnical principles; medical dia- 
thermy; short wave therapy; inductothermy ; 
the high frequency effluve; diathermic coag- 
ulation (surgical diathermy: electrocoagula- 
tion); electrodesiccation; the are operation 
(operation by the cutting current: electrosec- 
tion); therapeutic uses of currents derived 
from static electrical machines; index of elec- 
trical treatment and physical principles. 

As can be seen from the foregoing list the 
subject is thoroughly covered. The discus- 
sions of the physical characteristics and physi- 
dlogic actions of the various electrical cur- 
rents are excellent. The use of electricity in 
Many of the diseases in which the author 
recommends its use would not be considered 
sound treatment by most physicians in the 
United States. It can be recommended nev- 
ertheless, as an excellent reference book for 
physicians using electrotherapy. 
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THE POWER OF THE CHARLATAN. By 
Grete de Francesco, translated from the Ger- 
man by Miriam Beard. Cloth. Price, $3.75. 
Pd. 288, with 68 illustrations. New Haven: 
Yale University Press, 1939. 


“The power of the charlatan is based not 
upon the direct lie but upon falsification; he 
perverts words sacrilegiously, steals away 
their genuine content from truth and knowl- 
edge.” To prove this statement the author 
writes entertainingly of a galaxy of quacks 
in medieval and modern Europe. The trans- 
lator, Miriam Beard, has also written certain 
sections on American quackery. 

To those interested in physical therapy 
this monograph is of special interest, as it 
describes the most famous charlatans using 
physical agents in their treatment. The Swiss 
“mountain doctor,” Michael Schiippach, 
worked his tricks against a mountain back- 
ground and in the middle of the 18th century 
used electric shocks in his unusual methods 
of treatment. Weisleder was originally a 
stocking weaver before he hit upon the novel 
method of treatment that made him a celebrity 
in the enlightened Prussian capital in 1780. He 
was known as the “moon doctor” and the af- 
flicted portions of the patient’s body were un- 
covered and exposed to the rays of the moon. 

The Scotch charlatan, James Graham, in 
1772 visited Philadelphia and became inter- 
ested in Franklin’s experiments with elec- 
tricity. These appear to have inspired the 
apparatus in the Temple of Health, the fabu- 
lous establishment which Graham opened in 
London. This “Emperor of Quacks” was also 
the discoverer of earth baths. 

Spa therapy was not neglected by the char- 
latans. The author shows an illustration of 
a handbill advertising the curative water of 
Pouhon showing a “life size” image of a 
strange “Insecte” that was removed from a 
woman’s kidneys by a cure at Pouhon. 

Among the other quacks who exploited the 
vague general knowledge of magnetism and 
electricity that existed at the close of the 
18th century the author gives an interesting 
account of “Perkin’s Patent Tractors” used 
by the Perkins, father and son, in America 
and England. 

The format of this book is excellent and 
there are many unusual illustrations which 
add tremendously to the interest of the text. 
It makes a valuable addition to anyone’s 
library. 
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RADIOTHERAPY IN SINUSITIS. By W. 
Annandale Troup, M.C., M.D., Ch.B. (St. 
And.). Paper. Price, 3/6. Pp. 51. London: 
The Actinic Press, Ltd., 1939. 


Radiotherapy is defined in the dictionaries 
published in the United States as the treat- 
ment of disease by means of x-rays, radium 
and other radio-active substances. The title 
of this volume is therefore misleading to the 
profession in the United States because this 
monograph considers the use of infra-red and 
ultraviolet radiation in the treatment of sinu- 
sitis. The statements in regard to the effects 
of these agents in the treatment of sinusitis 
are optimistic, to say the least. The bibliog- 
raphy is inadequate and out-dated, because 
seven of the sixteen references were pub- 
lished during or before 1930. 


MASSAGE AND REMEDIAL EXERCISES 
IN MEDICAL AND SURGICAL CONDI- 
TIONS. By Noél M. Tidy, Member of the 
Chartered Society of Massage and Medical 
Gymnastics, T.M.M.G.; late Sister-in-charge of 
the Massage Department, Princess Mary's 
Royal Air Force Hospital, Halton. Fourth 
Edition. Cloth. Price, $5.25. Pp. 458, with 
182 illustrations. Baltimore: The Williams 
and Wilkins Company, 1939. 


This is the fourth edition of this book since 
1932. There are short new sections on myo- 
sitis ossificans and the effects of gas poison- 
ing. There are also additions of notes on 
diathermy, ultraviolet and infra-red radiation. 

This book was written as a textbook for 
those training for the examination of the 
Chartered Society of Massage and Medical 
Gymnastics of England. It is to be regretted 
that the author did not confine herself to the 
subjects given in the title; that is, massage 
and exercises. 

The notes on electrotherapy present facts 
which cannot be accepted as proved in the 
present state of our knowledge. Some of these 
statements are: “Diathermy and short wave 
therapy have been proved to have definite cur- 
ative effects in angina pectoris,” and under 
Raynaud’s disease: “Sinusoidal or galvanic 
baths, or diathermy are recommended. Many 
patients will benefit from a course of general 
ultraviolet radiation.” 

The book has chapters on fractures, disloca- 
tions, sprains, stiff joints, diseases of joints, 
bones, nervous system, muscle; deformities of 
the extremities and spine; constitutional dis- 
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eases; diseases of the heart, blood and lymph 
vessels; blood diseases; diseases of the res 
piratory, abdominal and pelvic organs. Under 
each subject there are short discussions on the 
etiology, pathology and symtomatology. Up 
der treatment are many valuable suggestions 
for massage, relaxed movements and exep 
cises. It can be recommended as a refereng 
book for physical therapists interested in the 
types of massage and exercises used in Great 
Britain. 


THE PHYSIOLOGICAL BASIS OF MED. 
ICAL PRACTICE. A UNIVERSITY OF 
TORONTO TEXT IN APPLIED PHYSIOL 
OGY. By Charles Herbert Best, M.A., MD, 
D.Se. (Lond.), F.RS., F.R.C.P. (Canada), 
Professor and Head of Department of Ph 
ogy, Associate Director of the Connaugit 
Laboratories, Research Associate in th 
Banting-Best Department of Medical Re 
search, University of Toronto, and Normm 
Burke Taylor, M.D., F.R.S. (Canada), F.RCS 
(Edin.), F.R.C.P. (Canada), M.R.C.S. (Eng), 
L.R.C.P. (Lond.), Professor of Physiology 
University of Toronto. Cloth. Price, $10% 
Pp. 1872, with 497 illustrations. Baltimore; 
The Williams and Wilkins Company, 1939. 


This is the second edition of a widely use 
textbook of physiology. The first edition, 
which appeared in 1937, presented physiology 
in a new form which linked the physiological 
laboratory to medical practice. It was so wel 
received that the first edition was reprinted 
four times and a second edition was necessaly 
in two years. 

In this second edition all the chapters haw 
been brought up-to-date, and there has bea 
added an additional section dealing compre 
hensively with all phases of physiology of th 
special senses. 

The authors emphasize that physi 
problems can be approached through 
experimentation, clinical research and a 
of morbid physiology. They feel that by 
ing together the clinic and the physiol 
and biochemical laboratories it often is 
sible to launch a joint attack upon disease, 
they have therefore given greater promi 
to clinical aspects of the subject than is 
in physiological texts. 

This volume can be highly reccmnenaiilll 
a textbook for medical students, and evel 
physician should have it in his library. 
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THE EXPLORATION OF THE INNER 
WORLD: A STUDY OF MENTAL DISOR- 
DER AND RELIGIOUS EXPERIENCE. By 
Anton T. Boisen, Research Associate in the 
Psychology of Religion and Chaplain, the 
Elgin (IlUl.) State Hospital. Cloth. Price, $3.50. 
Pp. 322. Chicago and New York: Willett, 
Clark & Company, 1936. 


The author of this book is essentially a 
student of religion who had the unique experi- 
ence of being a patient in a mental hospital. 
Sensing a similarity between the philosophic 
tenants of the religious approach to an under- 
standing of human behavior and the psychia- 
tric or psychologic, the author has attempted 
to make his own correlations. From a purely 
medical standpoint his treatise has very little 
to offer, but for the student of psychologic 
and philosophic matters in the normal and in 
the abnormal, this book presents considerable 
historical and theoretical reading material. 


DIATHERMY: SHCRT WAVE THER- 
APY, INDUCTOTHERMY, EPITHERMY. 
By William Beaumont, M.R.C.S. (Eng.), 
LR.C.P. (Lond.), Physician-in-Charge Physi- 
therapy Department, Westminster Hospital, 
Physician and Hon. Medical Director, Insti- 
tute of Ray Therapy, Examiner, Chartered 
Society of Massage and Medical Gymnastics. 
Cloth. Price, 10s. 6d. Pp. 303, with 106 illus- 
trations. London: H. K. Lewis arid Company, 
Ltd., 1939. 


The author states that this book was writ- 
ten to meet the requirements of the student 
preparing for the examination of the Chart- 
ered Society of Massage and for the general 
practitioner who is interested in diathermy, 
especially short wave therapy. There are ex- 
cellent chapters on the physical characteris- 
ties of high frequency currents presented in 
language as simple as possible and omitting 
highly technical terms and formulae. 

The inclusion of a chapter on epithermy 
and a description of the “violet ray appara- 
tus” is surprising in a modern book on high 
frequency currents. Such apparatus has 
largely disappeared from use in modern physi- 
tal therapy departments in the United States. 
The author apologizes for the chapter but 


usul| “ates that candidates for the Chartered So- 


tiety of Massage presenting themselves for 
tamination in electrotherapy are expected to 
have a knowledge of its principles and be pre- 
pared to use such apparatus. Beaumont also 
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states that very few students have ever had 
or are likely to have the opportunity of using 
such apparatus if they work in a moderately 
modernized physical therapy department. 

The last part of the book is devoted to an 
excellent discussion of short wave diathermy. 
This volume can be recommended for the pur- 
pose intended by the author. 


PHYSIOTHERAPY IN MEDICAL PRAC- 
TICE. By Hugh Morris, M.D., D.M.R.E., Hon- 
orary Consulting Radiologist, Devonshire 
Royal Hospital, Buxton; Honorary Radiologist, 
Salford Royal Hospital, Royal Manchester 
Children’s Hospital, Manchester Victoria Me- 
morial Jewish Hospital, etc.; Radiologist, 
Manchester Corporation Hospital Services; 
Examiner in Electrotherapy to the Chartered 
Society of Massage; Lecturer in Electrother- 
apy, Schools of Massage, Salford Royal and 
Devonshire Royal Hospitals. Cloth. Price, 
$4.50. Pp. 276, with 102 illustrations. Balti- 
more: William Wood and Company, 1939. 


This is a book on electrotherapy. In the 
United States massage and exercise are consid- 
ered the most important agents used in phys- 
ical therapy, and they are not considered in 
this volume. 

There are many excellent discussions on the 
physical principles and uses of the various 
electrical currents and ultraviolet radiation, 
but evidently the book is written solely for 
the English profession, as most of the appa- 
ratus illustrated and described is not used in 
the United States. Also some of the tech- 
nics described have long since passed out of 
use in this country; for example, galvanic acu- 
puncture and high frequency sparking. 


ANNUAL REVIEW OF PHYSIOLOGY. 
Volume I. James Murray Luck, Editor. Vic- 
tor E. Hall, Associate Editor. Published by 
the American Physiological Society and An- 
nual Reviews, Inc. Cloth. Price, $5.00. Pp. 
705. Stanford University P. O., California: 
Annual Reviews, Inc., 1939. 


This is the first volume of a new publica- 
tion. It aims to provide a comprehensive sur- 
vey of the year’s research in physiology. In 
addition to the above mentioned editors there 
is an editorial committee consisting of A. J. 
Carlson, University of Chicago; J. F. Fulton, 
Yale University; M. H. Jacobs of Pennsyl- 
vania; F. C. Mann of The Mayo Clinic and 
W. J. Meek of Wisconsin. 
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CHILDREN’S FEARS. By Arthur T. Jer- 
sild and Frances B. Holmes. Child Develop- 
ment Monographs, Monograph No. 20. Paper. 
Price, $2.75. Pp. 356, with illustrations. New 
York: Bureau of Publications, Teachers Col- 
lege, Columbia University, 1935. 


Fears which arise during infancy and early 
childhood frequently underlie immature emo- 
tional responses of the adult. It is well known 
that fear of insecurity is characteristic of the 
neurotic person, and so-called “psychic trauma” 
which occur in early years form the back- 
ground for many unwholesome reaction pat- 
terns. The authors have studied this subject 
from the standpoint of objective psychology 
and have collected considerable data concern- 
ing fears observed by the experimenter and 
fears reported by the subjects. This material 
has been collected in a monograph and makes 
available for the reader much worthwhile 
information on this interesting subject. 


CONFLICTS BETWEEN PRESCHOOL 
CHILDREN. By Arthur T. Jersild and 
Frances V. Markey. Child Development Mono- 
graphs, Monograph No. 21. Paper. Price, 
$1.80. Pp. 181. New York: Bureau of Publi- 
cations, Teachers College, Columbia Univer- 
sity, 1935. 


Making an adequate adjustment to the 
demands of the environment is an essential 
feature of modern civilized life. The outcome 
of the struggle between the instinctual desires 
of the individual and the demands made upon 
him by the group and environmental situation 
determines in great measure the resultant 
adequacy or inadequacy of the adult person- 
ality. The early conflicts which arise during 
childhood have been studied by the above 
psychologists and they have collected much 
worthwhile data on this subject, even though 
they have been unable to make practical con- 
clusions in this excellent preliminary work. 


DEVELOPMENT OF RHYTHM IN 
YOUNG CHILDREN. By Arthur T. Jersild 
and Sylvia F. Bienstock. Child Development 
Monographs, Monograph No. 22. Paper. Price, 
$1.05. Pp. 97, with 3 illustrations. New York: 
Bureau of Publications, Teachers College, 
Columbia University, 1935. 


The response of children to rhythmic pat- 
terns, particularly the ability of the child to 
keep time to the accompaniment of music, has 
been the subject of this investigation. It 
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was found that the child’s ability in this type 

of motor performance may be correlated with} F' 
his general growth progress. Furthermom | 2 
training of the child in rhythmic activity may it; 
help in the development of his poise, balance} ve 
and muscular control in other motor responses | W 


OUTLINE OF PHYSIOLOGY. By Willian{ ci 
R. Amberson, Ph.D., Professor of Physiology} 1) 
University of Maryland, and Dietrich €} bg 
Smith, Ph.D., Associate Professor of Physik} w 
ogy, University of Maryland. Cloth. Pritg} p, 
$4.00. Pp. 412, with 177 illustrations by Nor 
ris Jones, Instructor in Scientific Illustrating, 
Swarthmore College. Baltimore: The William 
and Wilkins Company, 1939. ; 


This is an outline of physiology for co 
students. It presents mammalian physi 
mostly concerning the human, and gives 
biochemical and biophysical conceptions 
preparation for the more strictly physiol 
discussions. j 

The authors have incorporated more than 
the usual amount of historical for begin 
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the volume, as they believe that for begi 
the story of scientific origins is particu 
appropriate. There are many excellent 
plified diagrams and figures to visualize 
text. 

This volume can be recommended for pre ap 
senting a simple account of physiology to be ple 
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ginners. - art 
fap. 
PHYSIOLOGICAL PRINCIPLES  I¥f ph 


TREATMENT. By Sir Walter Langdomt to 
Brown, M. A., M. D., F. R. C. P., Consultiag] w 
Physician to St. Bartholomew's Hospital, Lae} wo 
don, and Reginald Hilton, M. A., M. D., FR to 
C. P., Physician in Charge of Out- Patients, St of 
Thomas’ Hospital. Seventh edition. Jee 
Price, $3.00. Pp. 308, with 4 illustrations} fin 
Baltimore: William Wood & Company, 1936 


A knowledge of the normal physiology @ 













the various organs and parts of the body 8} 10 
essential for an understanding of di Wi 
Each year the physiologic laboratories fes, 
tribute numerous advances in this kno Me 
and the application of this new info Wi; 
gives rise to a better therapy. In this se Pri 
edition the authors have reviewed the p Ass 
status of organotherapy, vitamin and 

ciency diseases, various mechanisms in normi 7 
and faulty digestion, newer knowledge of bio fe 
chemistry and present concepts regardil ino 
allergy, et cetera. The reader will profit 0 loi 


a study of the material presented. 
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INTRODUCTION TO RADIOLOGY. By 
Fred Jenner Hodges, B.S., M.D., Professor of 
Roentgenology, School of Medicine, Univers- 
ity of Michigan, Roentgenologist to the Uni- 
versity Hospital, Ann Arbor, Michigan, and 
William Seamans Peck, B.S., M.D., Assistant 
Professor of Roentgenology, School of Medi- 
cine, University of Michigan. Radiation 
Therapist to the University Hospital, Ann Ar- 
bor, Michigan. Cloth. Price, $4.00. Pp. 263, 
with illustrations. Ann Arbor, Michigan: 
Edwards Brothers, Inc., 1939. 


The ability to appreciate roentgen findings 
often is a great aid to a physical therapist. 
Some schools for training physical therapy 
technicians give short courses in radiological 
principles. Physical therapists in small hos- 
pitals often are required to serve in the x-ray 
and physical therapy departments. This book 
can be highly recommended to such tech- 
nicians as giving a sound understanding of 
radiological principles. 

This monograph is a syllabus of the courses 
in radiology given to the junior class of medi- 
cal students at the University of Michigan. 
It is divided into four parts: diagnostic radi- 
ology; radiation physics; radiation therapy 
and illustrative case material. The first two 
parts are of special interest to physical ther- 
apists. Roentgenograms are extensively em- 
ployed to illustrate textbooks and current 
articles covering many phases of physical ther- 
apy, and in the physical therapy department 
physicians often will display roentgenograms 
to assist the physical therapy technician in 
understanding the treatment he desires. It 
would seem necessary for physical therapists 
to familiarize themselves with the appearance 
of various anatomical structures when pro- 
jected by a beam of x-rays upon photographic 
film. 


THE MANAGEMENT OF TUBERCU- 
LOSIS IN GENERAL HOSPITALS. By 
Wiliam H. Oatway, Jr., M.D., Assistant Pro- 
fessor of Medicine, University of Wisconsin 
Medical School, Assistant Physician, State of 
Wisconsin General Hospital. Paper. Pp. 78. 
Price, $1.00. Chicago: American Hospital 
Association, 1939. 


This pamphlet is prepared for the Council 
® Professional Practice of the American 
Hospital Association. It presents the present 
knowledge and management of the tubercu- 
losis problem as it occurs in general hospitals. 
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LES SPASMES DE LA FACE ET LEUR 
TRAITEMENT. Par Th. Alajouanine et R. 
Thurel. Paper. Price, 12 francs. Pp. 88. 
Paris: Masson & Cie, 1936. 


Spasms of the facial musculature may occur 
as the result of peripheral and of central 
lesions. In addition many involuntary move- 
ments of parts of the facial musculature are 
not associated with organic disease but are 
functional in character and have been desig- 
nated as “habit spasms” or ticks. The treat- 
ment of spasms of the face, therefore, must 
take into account the nature of the etiologic 
factors. If the facial nerve is irritated by 
some neoplastic or gross lesion, surgical re- 
moval is indicated. For other types of periph- 
eral facial spasms the authors recommend 
alcohol injection. The central type of facial 
spasms are included in the group of choreic 
and athetoid phenomena, and although their 
treatment is extremely difficult, various drugs 
have been utilized with questionable results. 
There have been many articles written in the 
English language which handle this subject 
better than this French monograph. 


DIAGNOSTIC SIGNS, REFLEXES AND 
SYNDROMES. STANDARDIZED. By Wm. 
Egbert Robertson, M.D., F.A.C.P., Visiting 
Physician, Medical Division, Philadelphia Gen- 
eral Hospital; Visiting Physician, St. Luke’s 
and Children’s Hospitals and Northeastern 
Hospital, and Harold F. Robertson, B.S., 
M.D., F.A.C.P., Instructor in Medicine, Uni- 
versity of Pennsylvania; Assistant Visiting 
Physician, Medical Division, Philadelphia 
General Hospital and Methodist Hospital. 
Cloth. Price, $3.50. Pp. 318. Philadelphia: 
F. A. Davis Company, 1939. 


This volume is an entirely new type of book. 
It is designed to aid the physician and medi- 
cal student in the making of a diagnosis. It 
presents the numerous signs, reflexes and 
syndromes in alphabetical order with their 
definitions and indications. Under their own 
heading the signs, reflexes and syndromes are 
described, with their indications and occur- 
rence given. Under the names of the various 
conditions, diseases, parts and organs there 
are listed the signs, reflexes and syndromes 
pertaining to them. The authors have made 
an original and valuable contribution to the 
medical profession, and this book can be rec- 
ommended to the medical student and the 
practicing physician. 
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THE CHICAGO RECREATION SURVEY 
1937. Volume IV: Recreation by Community 
Areas in Chicago. By Arthur J. Todd, Chair- 
man, Department of Sociology, Northwestern 
University. In collaboration with William F. 
Byron, Chairman, Division of Social Work, 
Northwestern University, and Howard L. Vie- 
row, Director, Chicago Recreation Survey. 
Paper. No pagination, with illustrations. Chi- 
cage 939. 


This is the fourth and final volume of the 
general fact-finding project undertaken by the 
Works Progress Administration, National 
Youth Administration, Illinois Emergency Re- 
lief Commission, the Chicago Recreation Com- 
mission and Northwestern University. The 
other three volumes discussed public, commer- 
cial and private recreation in the Chicago area. 

This volume considers recreation by com- 
munity areas because the authors believe that 
the community area for most practical and 
theoretical purposes is superior to wards, 
schoo] districts, square miles, census tracts 
or other areas. The community area is more 
distinctly a sociological concept than are 
square miles or census tracts, which are pri- 
marily map-making or engineering devices. 

These voluminous works contain much of 
interest to social and recreational therapy 
workers. 


TEXTBOOK OF PYRETOTHERAPY. By 
Willa Phillips, R.N. Paper. Price, $2.00. 
Pp. 84, with illustrations. Ann Arbor, Michi- 
gan: Edward Brothers, Inc., 1939. 


The author states that this small manual of 
fever therapy is presented to the nursing pro- 
fession as a compact, authentic guide. This 
smal] manual should be of real service to any 
fever therapy technician doing fever therapy. 
Much useful and valuable information is con- 
tained in the manual. It is well written, in- 
cludes several complete fever charts and 
graphs, and brevity detracts nothing from its 
value. Each chapter is short but nevertheless 
complete from the standpoint of the nurse and 
covers such subjects as preparation of the pa- 
tient before treatment, types of fever therapy, 
treatment of shock, fluid intake, restlessness, 
heat stroke, heat exhaustion, the necessary 
medication needed in a department, as well 
as what to do when emergencies arise. The 
book is written by a nurse of experience and 
gives an excellent guide for anyone who is 
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actually coriducting treatment under the ding. 
tion of a physician. The manual is recom 
mended to anyone interested in fever therapy, 


OPHTHALMOLOGY. CLIO MEDI¢j 
SERIES. By Burton Chance, M.D. Cli 
Price, $2.00. Pp. 240, with 6 illustration 
New York: Paul B. Hoeber, Inc., Medical Buh 
Department of Harper & Brothers, 1939, 


This little volume is “Number 20” of; 
series of handbooks which, under the genem 
title of “Clio Medica,” aims at presenting in; 
concise and readable form a number of phase 
of the long and complex history that unde 
lies modern medical science. The author @ 
this volume has traced the progress of ophthal 
mology from the earliest of written recor 





down to the present time. 

It is shown that the eye and its disease 
have interested mankind from the remote 
times to the present. From the earliest me 
ords through the ages there seem to have bes 
the understanding that the eye should & 
treated only by those whose qualifications wer 
of a peculiar order. From the earliest writen 
it has been learned that many centuries befor 
their civilization there was considerable med 
ical literature to be found in the countra 
around the eastern end of the Mediterranea 

From these beginnings the author present 
a readable, compact and interesting story @ 
the development of ophthalmology. This w 
ume, as well as the entire series, can be high} 
recommended to those interested in the hi 
tory of medicine. 


PSYCHOLOGICAL STUDIES OF HUMA 
VARIABILITY. Edited by Walter R. Mia 
Dodge Commemorative Number. Psychologité 
Monographs, Volume XLVII, No. 2. Whole™t 
212. Edited by John F. Dashiell, and othe 
Paper. Price, $4.50. Pp. 415, with ill 
tions. Princeton, New Jersey: Psych 
Review Company, 1936. 













This is a collection of research studies @ 
ried out in the psychologic laboratory ® 
children and adults. Among them are in 
studies on intelligence growth of childr@ 
sleep requirements during infancy, the effet 
of forgetting upon individual differenc® 
studies on visual function and other genef 
psychologic subjects. The wide range ' 
human variability is emphasized by this 
of work. 
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IT’S MORE FUN TO BE THIN. By Jean 
Z. Owen. Cloth. Price, $2.00. Pp. 182, with 
illustrations. Boston: Marshall Jones Co., 
1939. 


This book was written for the many women 
who have been intending to do something 
about their weight but who just cannot seem 
to get started. It is easy to read and contains 
many humorous stories. The diets for a week, 
given in seven pages, could be improved and 
do not follow the usual balance between pro- 
tein and carbohydrates. It can be recom- 
mended as a humorous book but not as a book 
giving a scientific method for losing weight. 


ERGEBNISSE DER PHYSIKALISCH- 
DIATETISCHEN THERAPIE. (Proceedings 
of Physico-dietetic therapy). Edited by Prof. 
Dr. H. Lampert, in collaboration with Dr. J. 
Kowarschik, Prof. Dr. W. Heupke and Doz. 
Dr. J. Kiihnau. Volume I. Price, RM 25. Pp. 
410, with 94 illustrations. Dresden and Leip- 
tig: Theodor Steinkopff, 1939. 


This is the first volume of a series of mono- 
graphs which are intended as textbooks and 
as source of reference in the field of physical 
therapy. It is the intention of the editors to 
have an outstanding authority in every branch 
of physical therapy to deal with a special field 
in which he acquired personal experience over 
a considerable period of time. The authors so 
selected will review critically the entire litera- 
ture and, guided by their own experience, 
present a general survey of the problems in- 
volved. Based upon practical experience, the 
monographs will serve not only the clinician 
and the research worker but the general prac- 
titioner who has the desire to inform himself 
about the proceedings and advances in physical 
therapy. 

The first volume now published contains 
eleven chapters—the contributions of eleven 
German workers. It is difficult in a short 
review to deal in detail with the merits of the 
different chapters. In Chapter I, Dr. Ger- 
hardt Katsch, Superintendent of the Univer- 
sity Clinic in Greifswald and of the German 
Home for Diabetics in Rugen, discusses the 
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problems of work therapy for diabetics. Chap- 
ter II is dedicated to hyperthermy and fever 
therapy with a special consideration of the 
hot bath. The author of this chapter is Prof. 
H. Lampert, the director of the well known 
University Institute for Physical Therapy in 
Frankfurt and of the Institute for Balneology 
in Hamburg. Chapter III, with Dr. Gruner 
of Frankfurt as its author, deals with the 
scientific foundations of the fractional bath. 
Practice and theory of the climatic influences 
of the seashore are discussed in Chapter IV 
by Dr. Karl Haberlin. In the next chapter 
Dr. Walther Amelung discusses the limits of 
the artificial climates and the necessity of 
natural climates as a therapeutic agent. An 
excellent survey on the present status of short 
wave diathermy is given by Dr. Kowarschik 
in Chapter VI. The remaining chapters deal 
with the problems and practice of dietetics. 
The first of these was prepared by Dr. Heupke 
and discusses the influence of preparation 
upon the digestibility of vegetables. The im- 
portance of a proper diet in skin diseases is 
outlined in Chapter VIII by Dr. M. Schubert. 
Nutrition during pregnancy is discussed in 
the chapter prepared by Dr. Gaetgens and the 
physicodietetic treatment of hyperthyreosis by 
Dr. W. May. The last chapter is dedicated to 
the uses and effects of protamin, zinc and 
insulin and is prepared by Dr. H. Reinwein. 

Each chapter is succeeded by an extensive 
bibliography, nearly 1000 references being 
quoted in the book. Although the references 
to the German literature prevail, extensive use 
is made of the foreign, especially of the 
American literature. 

Every paragraph deals not only with the 
practical rules of everyday practice but gives 
a thorough treatment of the fundamentals 
based upon the latest investigations. The 
material presented is supported by a good 
selection of instructive diagrams and sketches. 
For those with a sufficient knowledge of the 
German language, Dr. Lampert’s book cer- 
tainly will be a profitable source of condensed 
knowledge. Therefore, it is recommended not 
only to the physical therapist but also to the 
general practitioner. 
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VOCATIONAL SERVICE 


For members of the Association. 


Apply to Mrs. Eloise T. Landis, Secretary 
University Hospitals 


Cleveland, Ohio 











NORTHWESTERN UNIVERSITY 
MEDICAL SCHOOL 


PHYSICAL THERAPY COURSE 


Nine Months Course—September 26, 
1940, to June 28, 1941. Open to a lim- 
ited number of graduates of accred- 
ited schools of nursing and physical edu- 
cation. Thorough courses are given in 
the fundamental subjects. Credit toward 
a degree is granted in the School of Edu- 
cation of Northwestern University. 


Special Summer Course in Anatomy 
(dissection), Physiology and Pathology. 
June 10 to August 31, 1940. This course 
is designed for physical therapists who 
wish to review the fundamental courses. 


For application blank and further information 
address 


DEAN OF NORTHWESTERN UNIVERSITY 
MEDICAL SCHOOL 
303 East Chicago Ave., Chicago, Ill. 























OFFICIAL INSIGNIA 
THE AMERICAN PHYSIOTHERAPY ASSOCIATION 


The The PIN «acrwat size) 
EMBLEM CETERA 


aa Ss// The official pin of the Association 
(ONE-HALF SIZE) 7 ~—siis- made of 10 carat gold with blue 
Distinctive in its col- 


enamel outline. Price, 
ors of gold and navy 


on white cloth. Each, $3.00 


May be secured from the treasurer, 
2 5c Mrs. Mary L. Deatherage 
Children's Hospital, Akron, Ohio 














